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ในประเทศไทยยังมีการศึกษาไม่มากนัก และยังไม่พบว่ามีการสร้างเครื่องมือส าหรับใช้เป็นแนวทางแก่ผู้ดูแลในครอบครัว การศึกษา
นี้มีวัตถุประสงค์เพื่อวัดผลการใช้โปรแกรมพหุองค์ประกอบต่อการมีส่วนร่วมของผู้ดูแลในครอบครัวในการส่งเสริมความปลอดภัย
ของผู้ป่วยเด็กที่นอนโรงพยาบาล  การศึกษากึ่งทดลองด าเนินการระหว่างเดือนสิงหาคม ถึง ตุลาคม พ.ศ.2562 ณ หอผู้ป่วยเด็กของ
โรงพยาบาลภาครัฐ ทางภาคตะวันออกเฉียงเหนือของประเทศไทย กลุ่มตัวอย่างคือผู้ดูแลในครอบครัวจ านวน 160 คน ที่ได้รับการ
คัดเลือกตามเกณฑ์การคัดเข้า กลุ่มตัวอย่างในกลุ่มทดลองได้รับการปฏิบัติตามมาตรฐานการดูแล  และได้รับโปรแกรมพหุ
องค์ประกอบระหว่างการนอนโรงพยาบาลของผู้ป่วยเด็ก  โปรแกรมพหุองค์ประกอบพัฒนาภายใต้แนวทางความปลอดภัยของผู้ป่วย
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สถิติที ส าหรับแบบกลุ่มอิสระต่อกัน (Independent sample t-test) และไม่อิสระต่อกัน (Dependent sample t-test) เพื่อ
เปรียบเทียบความแตกต่างของผลลัพธ์ระหว่างกลุ่มและภายในกลุ่มตามล าดับ  การวิเคราะห์ความแปรปรวนร่วม (Analysis of 
Covariance:ANCOVA) ถูกน ามาใช้เพื่อควบคุมปัจจัยรบกวนที่มีต่อผลลัพธ์ 

      ผลการศึกษาคะแนนความรู้ การรับรู้ความสามารถของตนเองในกลุ่มทดลองสูงกว่ากลุ่มควบคุมอย่างมีนัยส าคัญ 
(p< 0.001) คะแนนการมีส่วนร่วม ในแต่ละมิติและในภาพรวมของกลุ่มทดลองสูงกว่ากลุ่มควบคุม  และมีความแตกต่างอย่างมี
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ABSTRACT (ENGLISH) 
# # 6079169253 : MAJOR PUBLIC HEALTH 
KEYWORD: Hospitalized child, Caregiver, Promoting safety, Patient engagement, Multi-component 

program 
 Pataraporn Yubonpunt : EFFECTS OF MULTI-COMPONENT PROGRAM ON FAMILY CAREGIVER’S 

ENGAGEMENT IN PROMOTING SAFETY OF HOSPITALIZED CHILDREN: A QUASI-EXPERIMENTAL STUDY. 
Advisor: Assoc. Prof. KANCHANA RUNGSIHIRUNRAT, Ph.D. 

  
       Family caregiver’s involvement in improving patient safety was stated as one of the strategies 

that need to be undertaken in the hospital. A little is known about the study and has no tools that use to 
guide family caregivers. This study aimed to investigate the effects of multi-component programs on family 
caregiver's engagement in promoting safety for hospitalized children. A quasi-experimental study was 
performed during August-October 2019 in pediatric wards of public hospitals, North –Eastern, Thailand. 160 
family caregivers were recruited with eligible criteria. The participants in the intervention group were given 
usual care and the multi-component program during the hospitalization of the child. The Multi-component 
program was developed under patient safety guidelines for child and ‘ARM’ was the content. There were 
leaflets, posters, safety talk training with video, and SMS alerts. The developed questionnaires were used to 
measure family caregiver’s knowledge, self-efficacy, and engagement in promoting safety for hospitalized 
children. Descriptive statistics were used for socio-demographics and scores of each of the outcomes. 
Independent sample t-test and Dependent sample t-test were used to compare the difference of outcomes 
between the group and within-group respectively. The Analysis of Covariance (ANCOVA) was used to adjust the 
confounding factor. 

       The result showed that the knowledge score and self-efficacy scores in the intervention group 
were statistically significantly higher than the control group (p < 0.001). The engagement score in each 
dimension and overall in the intervention group were higher than in the control group. There were statistically 
significant differences between intervention and control groups in both total scores and in each dimension 
(p<0.001). The multi-component program is beneficial for enhancing knowledge’s family caregivers and 
encourages them in order to engage in promoting safety for hospitalized children. This study recommended 
that the family caregiver should be encouraged by both educational material guidelines and the role of 
healthcare staff.   
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CHAPTER I 
INTRODUCTION 

 

1.1 Background and rationale 
Patient safety is global issue in hospital setting.  It is the core of modern 

health care and one of dimension of quality of  care, and also is the key internal 

process of hospitals setting [1]. Patient safety is absence of preventable harm to a 

patient during the process of health care and reduction of risk of unnecessary harm 

associated with health care to an acceptable minimum [2]. It was estimated that as 

many as one in 10 patients are harmed while receiving hospital care. Healthcare 

associated harm arisen from or associated with plan or actions taken during the 

provision of healthcare rather than an underlying disease or injury [3]. The impact of 

unsafe care broadly highlights the magnitude and scale of the problem. Apart from 

injuries and die, cost of harm associated with the loss of life or permanent disability 

resulting in lost capacity and productivity of the affected patients and family’s 

income or even loss of trust in the system and loss of reputation and credibility in 

health services [4]. An adverse event from unsafe care is a significant problem across 

all countries. Therefore, patient safety improvement is an international awareness 

issue. 

Patient safety in hospitalized children mean that preventing injury to children 

caused directly by the health care system [5].  Hospitalized children cannot decide 

about their own care and vulnerable to medical error and harm as they are totally 
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depending on the communication and behaviours of parents in preventing the 

occurrence of errors [6, 7]. The study have examined parents’ reports of sentinel 

events related to their children’s safety. The finding indicated that 20% of reports 

were linked to problems with medication, 13% to complications with treatment, 13% 

to problems with equipment, 24% to communication between staff members, 16% 

to communication between staff and family members, and 14% of reports referred 

to other matters [8]. Experts have agreed that medical error in children have a higher 

potential of injury than in the adult population [9, 10].  

In child’s care context, hospitalized children need closer supervision. Family 

caregivers are significant person in total care process of the children. They play an 

especially important role when children are not physically or cognitively able to 

participate in their own care, and become surrogate decision maker. This 

responsibility is both their right and their job, their role are as ‘arm and leg’ to 

protect and prevent hospitalized children from harm. [11, 12]. Family caregiver might 

be involved in identifying and preventing events that potentially risk the child’s 

safety. Therefore, it is important to focus on the family caregiver’s involvement in 

ensuring the safety of their hospitalized children [13].  

Patient’s engagement in safety issue can be seen as a special case of health 

promoting behavior and can state that this is a growing trend [14, 15]. Engagement is 

action that individual must take to obtain the greatest benefit from the health care 

services available to them. This definition focuses on behaviors of individuals relative 
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to their health care [16]. Patient engagement in patient safety concept is defined as 

the process of building the capacity of patients, families, caregivers, as well as health 

care providers to facilitate and support the active involvement of patients in their 

own care in order to enhance safety, quality, and people-centeredness of health 

care service delivery [17]. There has been increasing agreement that patient 

engagement is a crucial factor for improving quality of care, increasing patient safety 

which associated with fewer adverse events and reducing healthcare expenditure [15, 

18-20].  

Family caregivers have a pivotal in ensuring safety of their child. Therefore, 

children are represented by family caregivers. For this reason, expert and governing 

bodies have suggested family engagement in care can improve safety for hospitalized 

children [7]. The Joint Commission and the Agency for Healthcare Research and 

Quality (AHRQ) recommended that family caregivers help to prevent errors by 

becoming ‘actively involved and informed’ members of their healthcare team and 

‘taking part in every decision about child’s health care’ [21]. Therefore, in the 

context of hospitalized children for this study uses the word ‘engagement’ which 

emphasize on family caregiver engagement in promoting safety of hospitalized 

children. It means that act as actively involved in promoting safety with healthcare 

staff to prevent harm and medical errors during child’s care process. Family 

caregiver’s involvement in improving patient safety was stated as one of the 
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strategies that need to be undertaken to support the quality and safety environment 

in health care organization [22].  

Notwithstanding, family caregivers’ taking an active role-related patient safety 

in the process of medical treatment in hospitalized children is still challenging. 

Because of the pattern of medical paternalism, healthcare professionals can decide 

or choose the treatment methods for patients and they prefer to listen and comply 

with it. Studies of patient safety of hospitalized children have examined and found 

that family caregivers want to involve as a partner in improving their child’s safety in 

the hospital and needed to watch over care to prevent mistakes [7, 23]. Abilities and 

needs to participate in their child’s care varied in socio-demographic, hospitalization 

characteristics and organization factors. There were considered as a covariate in 

paediatric patient safety research, especially when using parent-report data. For 

individual characteristics such as age, self-efficacy, literacy, and knowledge were 

stated that influence on the engagement [7, 14, 16].    

Knowledge is an intrapersonal factor and important fundamental to 

understand and behave in each of the situations. Family caregiver’s knowledge 

related to educational background and receiving information about the care process 

during hospitalization. Safety-related behaviors are challenging for patients and 

families to interact with healthcare providers. It is difficult for patients and families to 

engage in safety-related behaviors due to a lack of knowledge on how to participate 

[24]. Meaningful and effective engagement begins with empowering patients. Patients 
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and families need to have sufficient information about health conditions and about 

health care systems and processes. Thus, they can be a knowledgeable partner in 

decision making [17]. Family caregivers have offered several ideas to encourage 

active involvement in their child’s safety during hospitalization by increasing parent 

knowledge of safety issues [12]. Enhancing the knowledge base on how can involve 

in the child’s care process should be addressed and appropriately educated for 

family caregivers of hospitalized children. 

Self-efficacy is not a general concept, it is a construct used in social cognitive 

theory to explain behavior change. This is the most likely affect performance when 

individuals consider a goal important and confident. They can perform the goal and 

the expectation that one can copes with or succeeds at specific tasks or challenges 

[25, 26]. There have widely studied in healthcare using self-efficacy theory to 

enhance or improve health outcomes such as willingness to adopt preventive 

strategies, treatment adherence, behavior change and with greater patient 

participation in healthcare decision-making [21]. For this study self-efficacy of family 

caregiver is the confidence to actively interact with professional staff in promoting 

safety for hospitalized children. Promotion of self-efficacy has promoted as potential 

ways to improve safety and was stated that may play in patient involvement in 

safety [12, 24]. Engagement in promoting safety is challenging behavior. Therefore, 

the theoretical self-efficacy is an important fundamental for family caregivers to 
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active involvement in the care process, especially engaging in promoting safety in 

hospitalized children. 

Pediatric respiratory disease is a major cause of morbidity and mortality in 

both developed and developing countries with 70% of the global deaths occurring in 

Africa and Southeast Asia. It can cause children aged less than 5 years old to have 

the highest morbidity and mortality rates. In some patients, survivors may have 

abnormal respiratory and other systems, such as chronic sinusitis, chronic bronchitis, 

bronchiectasis, cerebral palsy and so on [27]- [28]. In Thailand, there have some 

studies of family caregiver's participation in their child care which focused only on 

participation in basic caring. The results showed parents involved in a child’s care at 

a moderate level (score =66.84). Thai parents expressed concerns including afraid of 

making mistakes, being afraid of complaining about professional staff, and feeling 

nurses could do a better job [29, 30]. However, It is a paucity of research approach 

to foster about family caregiver’s engagement in promoting safety of hospitalized 

children, in particular of hospitalized children with respiratory disease. In addition, 

the study of knowledge and self-efficacy is also unknown. The knowledge and self-

efficacy and engagement in patient safety should be addressed. 

The public hospitals have responsibilities to support a large number of 

people who are sick. There is widely accepted that healthcare staff have the expert 

skill and ethical obligation for providing safety and the highest quality of care. 

However, patients and families and carers are an important person to respond to 
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their own care and feedback on real health outcomes. Thus, during hospital staying 

of hospitalized children, the family caregiver is also completely surrogate to play a 

role such as participating in care coordination and assessing care practices for 

accuracy and safety. In order hospitalized children to receive safe care, family 

caregivers need to play active roles by engaging in total care processes as a vigilant 

partner with professional staff. 

This study purposes to employ the multi-component program through an 

educational approach for encouraging family caregiver’s engagement in promoting 

safety of their child including written tools and verbal techniques. There are leaflets 

and posters, and safety talk training with video and SMS alerts. ‘ARM’ is the contents 

of the intervention that was reviewed mainly based on Speak Up: Prevent Errors in 

Your Child’s Care [31] and 20 Tips to Help Prevent Medical Error in Children [32]. This 

abbreviation is represented for key safety-related behaviors of family caregiver action 

to promote safety of hospitalized children. A-represent for Advocate to Ask, R-

represent for Report and Response and M-represent for Monitoring and Make sure. 

Therefore, the multi-component program is developed for laypeople who are family 

caregivers of hospitalized children, to educate them on how they can play an active 

involvement in promoting safety of hospitalized children. 

The hypothesis is that the multi-component program can be beneficially to 

improve knowledge, self-efficacy, and engagement in promoting safety for 

hospitalized children. This study expected to make the first empirical pieces of 
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information about family caregiver's engagement in promoting safety of hospitalized 

children and to identify possible roles of engagement for the family caregiver. This 

information could be usefully to provide an optimizing standard of procedure for 

both healthcare providers and family caregivers to be greater partnerships for 

children during hospitalization. In addition, it can stimulate social knowledge and 

awareness on the family caregiver’s roles and responsibilities to be the safety 

vigilance in the healthcare services system. 

1.2 Research Gap 
A little is known about study in family caregiver’s knowledge, self-efficacy and 

engagement in promoting safety of hospitalized children in Thailand. There have 

no evidence of intervention enhancing family caregiver’s knowledge, self-efficacy 

and engagement. 

1.3 Research Question 
Is there an effect of multi-component program on family caregiver’s 

knowledge, self-efficacy and engagement in promoting safety of hospitalized 

children? 

1.4 Research Objective 
General objective 

To investigate the effect of multi-component program on family caregiver’s 

knowledge, self-efficacy and engagement in promoting safety of hospitalized children  

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 9 

Specific Objective 

1. To compare the effect of multi-component program on family caregiver’s 

knowledge regarding promoting safety of hospitalized children between the 

intervention and usual care group 

2. To compare the effect of mul-ticomponent program on family caregiver’s 

self-efficacy of patient –professional staff interactions in promoting safety for 

hospitalized children between the intervention and usual care group 

3. To compare the effect of multi-component program on family caregiver’s 

engagement in promoting safety of hospitalized children between the intervention 

and usual care group 

4. To examine the effect of multi-component program on family caregiver’s 

knowledge regarding promoting safety of hospitalized children between before and 

after intervention 

5. To examine the effect of multi-component program on family caregiver’s 

self-efficacy of patient –professional staff interactions in promoting safety for 

hospitalized children between before and after intervention 

6. To examine the effect of multi-component program on family caregiver’s 

engagement in promoting safety of hospitalized children between before and after 

intervention 
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1.5 Research hypothesis   
Ha: There are significant effect of multi-component program on family 

caregiver’s knowledge regarding in promoting safety of hospitalized children between 

the intervention and usual care group. 

Ha: There are significant effect of multi-component program on family 

caregiver’s self-efficacy of patient –professional staff interactions in promoting safety 

for hospitalized children between the intervention and usual care group. 

Ha: There are significant effect of multi-component program on family 

caregiver’s engagement in promoting safety of hospitalized children between the 

intervention and usual care group. 

Ha: There are significant effect of multi-component program on family 

caregiver’s knowledge regarding in promoting safety of hospitalized children between 

before and after intervention. 

Ha: There are significant effect of multi-component program on family 

caregiver’s self-efficacy of patient –professional staff interactions in promoting safety 

for hospitalized children between before and after intervention. 

Ha: There are significant effect of multi-component program on family 

caregiver’s engagement in promoting safety of hospitalized children between before 

and after intervention. 
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1.6 Operational definition 
Hospitalized children: the male and female child ages 3-7 years who is 

diagnosed with respiratory disease and will be hospitalized at least 3 day  

Respiratory diseases: group of respiratory diseases and syndrome that 

physician diagnosed and ordered children have to admitted including Bronchitis, 

Pneumonia, Asthma, Respiratory Syncytial Virus (RSV), croup syndrome 

Family Caregiver: female ages 35-60 years who is as giving birth the child’s 

natural or relatives of hospitalized children and self-identified as caregiver for child 

during hospital staying 

Relationship to the child: relationship status between family caregiver and 

child including mother, grandmother, aunt  

Condition of child’s illness: severity of child’s illness based on family 

caregiver perceptions 

Number of previous hospitalization: frequency of previous of child’s 

admission 

Experience in hospitalization: family caregiver's experience in admission to 

hospital 

Experience in unsafe event: family caregivers ever met unsafe event when 

they were hospitalized patient or knew about medical error from other sources 
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Patient safety of hospitalized children: hospitalized children free from 

harm and adverse event during hospital staying by family caregiver’s engagement in 

promoting on safety related behaviours 

Knowledge of family caregiver: family caregiver’s understanding and 

capable to consider and assess question about active role to involve in promoting 

safety of hospitalized children 

Self-efficacy of family caregiver: family caregivers’ confidence actively to 

interact with professional staff in promoting safety for their hospitalized children 

Engagement of family caregiver: family caregivers play active role to involve 

with healthcare provider in child care process  

Promoting safety in hospitalized children: safety related behaviours for 

involving in child care process in order to prevent harm during child’s hospitalization 

Multi-component program: the intervention program was an educating 

approach for the family caregiver during the child’s hospital staying that combined 

material and technique to support each other including giving leaflet and poster, 

safety talk training via video playing, and SMS alert reminder 

Readmission: The children who had discharged from the hospital but get 

back in the hospital with the same disease within 28 days after discharge. 
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1.7 Conceptual Framework 
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CHAPTER II 
LITERATURE REVIEW 

2.1 Definition of Patient Safety 
Patient safety can help doctors, nurses and all other health care professionals 

practice safer and better health outcomes. Therefore, it is good not only for patients 

but for everyone in health care [33]. The term of “Patient safety” was defined by 

many organizations such as 1. Institute of Medicine (IOM) defined as “freedom from 

accidental injury,” and was expanded as a discipline in the health care sector that 

applies safety science methods toward the goal of achieving a trustworthy system of 

health care delivery. It is also an attribute of health care systems; it minimizes the 

incidence and impact of, and maximizes recovery from, adverse events [34].  2. The 

reduction of risk of unnecessary harm associated with health care to an acceptable 

minimum [35]. 3. The prevention of errors and adverse effects to patients associated 

with health care [33]. and 4. The avoidance, prevention and melioration of adverse 

outcome or injuries stemming from the processes of healthcare [36]. Therefore, 

patient safety is an avoidance and prevention of risk and unsafe events to patient in 

all of the care processes.   

2.2 Patient safety in pediatrics 
Pediatric patient safety means preventing injury to children caused directly by 

the health care system itself [5]. From above patient safety meaning, this study 

define patient safety in pediatrics as hospitalized children free from harmful 
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incidences or adverse events during hospital staying;  an incidence that resulted in 

harm to a patient [35]. 

In the pediatric context, safety challenges are complex. Children are highly 

vulnerable to medical error compared with adult medical errors and harm differ in 

several ways. Moreover, it may be potentially harmful errors more frequently. [5, 37]. 

Medical errors in child’s care can involve in medications, surgery, diagnosis, 

equipment, lab reports and environment.  

From a cohort prospective study about parent-reported errors and adverse 

events in hospitalized children found that errors and preventable adverse events 

reported by parents were related to diagnosis, medication, procedure, and other 

therapies of care. Harmful errors appeared most often to be procedure or diagnosis 

related errors, while non-harmful errors/near-misses appeared to be predominantly 

related medication. Parents identified communication problems as contributing 

factors in a number of errors. These included communication between health care 

professionals (e.g. day and night teams failed to communicate a change in insulin 

rate), communication between health care professionals and parents (e.g. parent had 

to request someone 5 times) [37]. From a retrospective surveillance study about 

adverse events in hospitalized pediatric patients found that adverse events most 

frequently occurred as a result of hospital-acquired infections, intravenous line 

complications, gastrointestinal harms, respiratory-related harms, and other causes 

(e.g. allergic reaction, pressure ulcer, fall) [38]. 
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Pediatric respiratory disease is a major cause of morbidity and mortality in 

both developed and developing countries with 70% of the global deaths occurring in 

Africa and Southeast Asia. It can causes children aged less than 5 years old have the 

highest morbidity and mortality rates. In some patients, survivors may have abnormal 

respiratory and other systems, such as Chronic sinusitis, Chronic bronchitis 

Bronchiectasis, Cerebral palsy and so on [27, 28]. Hospitalized children with 

respiratory diseases may get complications and possible risk which could be 

attributed to harm such as nosocomial infection, medication error, fall, drug allergy, 

phlebitis and wrong identification. 

The safety during hospitalization of child completely depends on parents and 

family caregivers. Nurses considered parents involvement is importance for child’s 

physical needs. They might be involved in identifying and preventing events that 

potential risk the child’s safety and collaborate with families caregiver as partners 

has helped build trusting between patient-professional relationship [13, 39]. 

Therefore, it is important to focus on the family caregiver’s involvement in ensuring 

or promoting the safety of their hospitalized children.          

2.3 Patient engagement in patient safety 
 2.3.1 Patient engagement  

There are many definitions of patient engagement, 1. An action individual 

people take to obtain the greatest benefit from health care services available to 

them [16]. 2. As  the action individuals may enact to participate knowledgeably and 
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actively in their own healthcare to realize its full benefit [40] 3. Patients, families, 

their representatives, and health professionals working in active partnership at various 

levels across the health care system; direct care, organizational design, governance 

and policy making to improve health and health care. They recognize that those who 

engage and are engaged include patients, families, caregivers, and other consumers 

and citizens [19]. 4. As the process of an active involvement and support patient in 

decision making activities of health care and treatment [41]. 5. It is a process like 

multidimensional experience, resulting from the conjoint cognitive (think), emotional 

(feel), and conative(act) enactment of individuals toward their health management 

[42].  

 2.3.1 Patient engagement in patient safety  

Engaging patients and their families in being advocate for their own safety 

may play a key part in reducing unnecessary healthcare expenditures and improving 

patient safety [43]. Patient’s engagement in safety can be seen as a special case of 

health promoting behaviours [14]. It is the process of building the capacity of 

patients, families, carers, as well as health care providers to facilitate and support the 

active involvement of patients in their own care, in order to enhance safety, quality 

and people-centeredness of health care service delivery. [17]. From a framework for 

the NHS, defined as patients, caregivers and families to work with healthcare 

professionals, healthcare service providers to improve safety and quality in 

healthcare [44]. 
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Hospitalized children need to have family member or caregiver to take care 

and represent for them in each process of care. For this study patient engagement in 

cases of children infer to family caregiver engagement. From all above meaning of 

patient engagement and patient engagement in patient safety which emphasize on 

individual level. Therefore, family caregiver engagement was defined as family 

caregiver of hospitalized children act as actively involved in promoting safety with 

healthcare staff by safety related behaviors to prevent harm during the child’s care 

process. 

2.4 Social Cognitive Theory and Self-Efficacy Theory 
Office of Behavioral and Social Sciences Research (2019) have explained that  

Social Cognitive Theory (SCT), is the cognitive formulation of social learning theory 

that has been best articulated by Bandura, explaining human behavior in terms of a 

three-way, dynamic, reciprocal model in which personal factors, environmental 

influences, and behavior continually interact. Social cognitive theory synthesizes 

concepts and processes from cognitive, behavioristic, and emotional models of 

behavior change, so it can be readily applied to counseling interventions for disease 

prevention and management. A basic premise of these theory is that people learn 

not only through their own experiences, but also by observing the actions of others 

and the results of those actions. 

Key constructs of social cognitive theory that are relevant to health behavior 

changing interventions include: 1.Observational learning 2.Reinforcement 3. Self-



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 19 

control 4.Self-efficacy. Some elements of behavior modification based on social 

cognitive theory, construction of self-control, reinforcement, and self-efficacy include 

goal-setting, self-monitoring and behavioral contracting. Goal-setting and self-

monitoring seem to be particularly useful components of effective interventions. 

 Self-Efficacy Theory: A social scientist, the theory of self-efficacy was born 

from social cognitive theory and conceptualizes the interface between person-

behavior-environment.  Self-efficacy theory provides a clear explanation of a 

person’s belief of their capacity to arrange and carry-out a course of action. Central 

to the concept of self-efficacy is the assumption that individuals can have influence 

over their actions. An antecedent to self-efficacy is the chance for self-evaluation 

defined as the ability to measure individual results to particular evaluation criteria. 

The person uses their own capability and creates a self-efficacy projection [45]. Self-

efficacy affects every area of human endeavor. By determining beliefs in which a 

person holds regarding their power to affect situations. It strongly influences both the 

power a person actually has to face challenges competently and the choices in 

which a person is most likely to make. These effects are particularly apparent, and 

compelling, with regard to behaviors affecting health [46]. 

 There have sources to achieve self-efficacy including four main sources as 

following [47, 48]:  

 1.Verbal persuasion - Verbal persuasion involves verbal input from others, 

such as colleagues, supervisors, and administrators, that serves to strengthen a 
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person’s belief that he or she possesses the capability to achieve a desired level of 

performance. Bandura noted that “it is easier to sustain a sense of efficacy, 

especially in times of difficulty, if significant others express faith in one’s capabilities 

than if they convey doubts”. 

 2. Vicarious Experience - is that of observing other people successfully 

perform the action that one is contemplating. The people has the opportunity to 

appraise his or her own capabilities because the model provides a standard and this 

can help them to set goals for his or her own ways. 

 3.Mastery Experiences - The most influential source of efficacy information is 

personal mastery experiences because they provide the most authentic evidence of 

whether one can master whatever it takes to succeed in a particular field or 

endeavor. 

 4.Physiological and Affective States - When judging their own capabilities, 

people rely partly on information conveyed by physiological and emotional states. A 

person’s level of arousal, whether perceived positively as anticipation or negatively 

as anxiety, can influence his or her self-efficacy beliefs.  

 In conclusion, self-efficacy derived from social cognitive theory, its beliefs 

influence how people think, feel, motivate themselves, and act. It is related to 

people who believed that they will succeed are more likely to attempt a new 

behavior. Self-efficacy could be gained and raised by learning from a task that they 

were previously successful, watching someone with whom they can identify 
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performing a task successfully, by getting positive feedback/verbal persuasion relating 

the task from someone, and interpret physiological or affective states. 

 

2.5 Factors related with patient and family caregiver engagement   
 According, the children need to have advocate or family caregiver for their 

illness. For this study focus on action of family caregiver who is caregiver for child. 

From literature review found that factors related to engagement/involvement was 

considered both from parent/relative and child. As following: 

Family caregiver characteristic 

  Gender: Mostly study use gender as general characteristic of sample unit. 

From previous study in hospitalized children use gender of family caregiver as part of 

socio-demographic characteristics [7, 49, 50]. Although mostly of study showed 

female or mother is frequency caregiver for children, to improve gender relations and 

support male or father involvement by promoting fathers understanding of their 

familiar role for hospitalized children is also a responsibility for pediatrics’ health 

care services. In adult patients found that women were more likely than men to ask 

both factual and challenging question to staff about safety related behaviors, gender 

affect directly to patient’s willingness and ability to engage with their own safety [51, 

52]. For this study, use gender of family caregiver to limit bias. 

Age: Age is patient characteristic that can limit to be involved in care process. 

Range of age of family caregivers of hospitalized children is widely and depend on in 
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each social context. For this study focus on ages of family caregiver ranges 35-60 

years. From previous study about patient safety found age could potentially deny 

implementation of patient involvement in patient safety and related to their 

willingness to question healthcare staff about safety issue [51-53]. From previous 

study in hospitalized children use age of parent or caregiver as part of socio-

demographic characteristics [2 1 , 4 9 , 5 0 , 5 4 -5 6 ] . Age is considered as individual 

characteristic that influence on patient engagement behaviors [57]. 

Education: Educational level implied to knowledge and power of people. 

Under paternalistic structure there is a culture of hierarchical behavior within the 

health system, and influence on communication and action between patient and 

professional provider [58]. Lay people may not be participated in care process as it 

should be. Because patient believed that their knowledge has less than and differ 

from professional staff. However, previous study found that education of parent 

significantly influences about the needs of watching over child’s care to ensure 

mistakes weren’t made [7]. Parents who lacked knowledge cannot participate 

effectively in their child’s care [49]. In contradictory, family caregiver’s educational 

backgrounds did not influence their need to participate in more advanced care or in 

decision making, need to watch over care [59, 60]. For this study considered 

education of family caregiver as confounding factors for engagement in promoting of 

safety of hospitalized children.  
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Marital status: from previous study found only a few survey studies use 

marital status as parent or caregiver characteristic [54, 61]. It seemed that marital 

status of caregiver might not be associate with participation in child’s care. However, 

Aarthun et al. stated from literature review that marital status of parent influences 

on preference of involvement [62]. Therefore, this study considered marital status of 

caregiver as confounding factors for family caregiver’s engagement in promoting of 

safety of hospitalized children. 

Relationship to the child: event though mostly study found that parent or 

caregiver is mother. Under capitalism, in Thai rural area context found the children 

live and is looked after by relatives such as grandmother, grandfather, aunt. In terms 

of pivotal person of child, they were considered as parental caregiver that also 

advocate for child’s illness. This characteristic was used in cross-sectional study [7, 

49, 61] and experimental study [56]. Although mostly studies found that there are 

not correlated with parent participation in child’s care but needed to use as 

characteristic of family caregiver. Therefore, the result is inconclusive. For this study 

considered relationship of family caregiver to child as confounding factors for 

engagement in promoting of safety of hospitalized children. 

Hospitalized children characteristic  

Age of child: From previous study in hospitalized children use age of child as 

part of socio-demographic characteristics [21, 49, 56]. Age of child to influence for 

family caregiver to aware and participate with health care staff in care process [63, 
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64]. On the other hand, after adjusted covariate factors, age of child was not 

correlated with family caregiver to concern for medical errors during child’s 

hospitalization [21]. Therefore, there have widely range of age of child in many 

studies and also used to adjust for different outcome measurement. It’s unclarified 

for this factor. For this study considered age of child as confounding factors for family 

caregiver’s engagement in promoting of safety of hospitalized children.  

Condition of child’s illness: serious illness can reduce patient’s ability to 

participate actively in prevention error in cases of adult patients [52]. It is quite 

difference in cases of children because their illness is responsibility of family 

caregivers. Therefore, staying with the hospitalized child is an unconditional aspect of 

being a parental. They viewed pediatrics hospitalization as the most important event 

of the family and under their role to care and advocate. Typically, mostly studies 

either cross-sectional or experimental study consider severity of child disease as 

child’s characteristic. From previous study considered as the best predictor of 

parent’s satisfaction and participation in child’s care [64, 65], and also parent need 

to watch over care was significantly associated with the child having been 

hospitalized for breathing problems compare to all other reasons for hospitalization 

[7]. This is an influencing factor for parental involvement in decision making of during 

child’s hospitalization [62]. For this study considered condition of child’s illness as 

confounding factors for family caregiver’s engagement in promoting of safety of 

hospitalized children.  
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Length of stay: From previous studies always used length of stay is part of 

child characteristic [7, 49, 56, 61]. Length of stay might influence to outcome of study 

that need to examined result during hospital staying, it induced to short effect of 

intervention and sample size in the end [66]. Moreover, it was considered as both 

barriers and facilitators that associated with parents and provider staff interactions in 

child care [29]. For this study considered length of stay as confounding factors for 

family caregiver’s engagement in promoting of safety of hospitalized children. 

Number of previous hospitalizations: This factor is always used in study of 

hospitalized children. Frequency of previous of child’s admitted can also implied to 

family caregiver’s experienced. From previous study found that a different number of 

admissions were significantly associated with family caregiver having decrease 

concern about medical errors, compared between having 1 time to none [21] and 

predictor for parent participation in the care of a hospitalized child [67]. For this 

study, considered number of previous hospitalizations as confounding factors for 

family caregiver’s engagement in promoting of safety of hospitalized children. 

Family caregiver’s experiences 

Experienced in hospitalization: family caregiver’s experienced may lead to 

feeling of capability or skill. The low level of involvement depend on the fact that 

family caregivers had no experience of previous hospitalization [49] and also difficult 

to participate in the technical care of their child [68-70]. For this study considered 
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experienced of family caregiver as confounding factors for engagement in promoting 

of safety of hospitalized children. 

Experienced in unsafe event: if a patient has witnessed or experienced such 

an incident (either first or second hand) they may more participate in safety related 

behaviour in their own care in the future. Experience of a patient safety incident can 

result in a patient will be involved in patient safety issues [71]. As well as family 

caregiver is advocate of hospitalized child. Surely, their experiences with safety 

events during their own or other’s hospitalizations admitted can lead family 

caregivers more awareness and need watching over and vigilance in speaking up 

about safety in care process of hospitalized children [7, 12] . For this study 

considered experienced in unsafety event of family caregiver as confounding factors 

for engagement in promoting of safety of hospitalized children as recommended that 

should address the independent effect of past medical errors on family caregivers 

concerning about medical errors [21].  

Family caregiver knowledge  

 Knowledge is important fundamental for understand and undertaken for 

situation. Knowledge in this study emphasized on family caregiver’s knowledge and 

defined as understanding and capable to consider and assess about active role to 

engage in promoting safety of hospitalized children. It was considered as 

intrapersonal factor that can be affect and barrier on patient’s safety behaviors. It 

also be difficult for patients to engage in safety due to lack of knowledge[24]. 
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Knowledge of family caregiver relate with receiving information about care process 

during hospitalisation. Not knowing what will happen to their children and lack of 

concerned information make families feel abandoned and difficulties in 

understanding and engagement in child’s care [49, 59]. Likewise, family caregivers 

need differ according to the knowledge of the individual and knowledge is affected 

from education background [50, 54]. Meaningful and effective engagement begins 

with empowering patients. Patients and families need to have sufficient information 

about health conditions and about health care systems and processes so that they 

can be a knowledgeable partner in decision making [17]. Literature stated that family 

caregivers offered several ideas to encourage active involvement in their child’s 

safety during hospitalization by increasing parent knowledge of safety issues [12]. 

Thus, enhancing knowledge of family caregivers to participate in safety of the 

hospitalized children should be addressed. 

Family caregiver self-efficacy 

 Self-efficacy definition as individuals’ belief in their ability to perform actions 

that will influence the events affecting their lives, determining how people feel, 

think, motivate themselves and behave in the face of obstacle and adverse 

experiences. It can be considered a determining factor for healthy behavior 

promotion [72]. Family caregiver self-efficacy focus about task specific to providing 

care and comfort to their children during treatment procedure or care process [73]. 

Perceived self-efficacy in preventing errors is strongly related to the reported 
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likelihood of taking preventive actions. It is particularly strong predictor of taking 

preventive actions that are newer and unfamiliar and ones that require questioning 

medical authority. The finding indicated that having greater sense of self-efficacy in 

being able to prevent medical error is significantly linked with a greater reported 

likelihood of engaging in preventive action [74]. Self-efficacy is considered as 

individual characteristic that influence on patient engagement behaviors [57]. Study 

about parental concern for errors during a child’s hospitalization found that self-

efficacy was independently associated with parental report about the need to watch 

over a child’s care to prevent mistake. Parent with high levels of self-efficacy with 

physician interactions may feel more comfortable communicating with physicians, 

which in turn may temper parent’s concern about medical errors during 

hospitalization [21]. 

2.6 Campaign, Guideline, to make patient safety in child’s care 
 There have guidelines for prevention medical errors in child’s care by 

international organizations. For this study reviewed two guideline from The Joint 

Commission and Agency of Healthcare Research and Quality. There are international 

organization to promote quality and safety in healthcare systems [31, 32]. 

 The contents in both guidelines is as safety related behaviors for family 

caregiver to promote safety in hospitalized children. There is any behavior that family 

caregiver involves in to reduce and prevent the risk of a medical error to mitigate the 

effects of an error when it occurs. These include (but not limited to) the family 
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caregiver providing important information about hospitalized children medical 

history, observing and checking care processes, identifying and reporting treatment 

complications, and speaking up if they have any safety-related concerns about the 

care that their child receives [24].  

 Most error results from problems created by today's complex health care 

system. But errors also happen when doctors and their patients and families have 

problems communicating. In cases of children, they need to have pivotal person to 

advocate for their illness. As same as adult patients, hospitalized children want a 

care with quality and without medical error. Therefore, parent and caregiver need to 

know how to prevent medical errors for their child’s care and detail as follow: 

2.6.1 20 Tip to Help Prevent Medical Errors in Child’s Care  

Family caregiver can be involved in child's health care details as following[32]: 

Table 1 20 Tip to Help Prevent Medical Errors in Child’s Care 

“1. The single most important way you can 
help to prevent errors is to be an active 
member of your child's health care team.” 

“That means taking part in every decision 
about your child's health care. Research 
shows that parents who are more involved 
with their child's care tend to get better 
results. Some specific tips, based on the 
latest scientific evidence about what works 
best, follow.” 

2. “Make sure that all of your child's 
doctors know about everything your child 
is taking and his or her weight. This 
includes prescription and over-the-counter 
medicines, and dietary supplements such 
as vitamins and herbs.” 

“At least once a year, bring all of your 
child's medicines and supplements with you 
to the doctor. "Brown bagging" your child's 
medicines can help you and your doctor 
talk about them and find out if there are 
any problems. Knowing your child's 
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 medication history and weight can help your 
doctor keep your child's records up to date, 
which can help your child get better quality 
care.” 

3. “Make sure your child's doctor knows 
about any allergies and how your child 
reacts to medicines.” 

“This can help you avoid getting a medicine 
that can harm your child.” 

4. “When your child's doctor writes you a 
prescription, make sure you can read it.” 

“If you can't read the doctor's handwriting, 
your pharmacist might not be able to either. 
Ask the doctor to use block letters to print 
the name of the drug.” 

5. “When you pick up your child's 
medicine from the pharmacy, ask: Is this 
the medicine that my child's doctor 
prescribed?” 
 

“A study by the Massachusetts College of 
Pharmacy and Allied Health Sciences found 
that 88 percent of medicine errors involved 
the wrong drug or the wrong dose.” 
 

6. “Ask for information about your child's 
medicines in terms you can understand—
both when the medicines are prescribed 
and when you receive them at the hospital 
or pharmacy.” 
 

 “What is the name of the 
medicine? 

 What is the medicine for? 
 Is the dose of this medicine 

appropriate for my child based on 
his or her weight? 

 How often is my child supposed to 
take it, and for how long? 

 What side effects are likely? What 
do I do if they occur? 

 Is this medicine safe for my child to 
take with other medicines or dietary 
supplements? 

 What food, drink, or activities 
should my child avoid while taking 
this medicine? 

 Is the dose of this medicine 
appropriate for my child based on 
his or her weight? 
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 When should I see an 
improvement?” 

7. “If you have any questions about the 
directions on your child's medicine labels, 
ask.” 
 

“Medicine labels can be hard to 
understand. For example, ask if "four doses 
daily" means taking a dose every 6 hours 
around the clock or just during regular 
waking hours.” 

8. “Ask your pharmacist for the best device 
to measure your child's liquid medicine. 
Also, ask questions if you're not sure how 
to use the device.” 

“Research shows that many people do not 
understand the right way to measure liquid 
medicines. For example, many use 
household teaspoons, which often do not 
hold a true teaspoon of liquid. Special 
devices, like marked oral syringes, help 
people to measure the right dose. Being 
told how to use the devices helps even 
more.” 

9. “Ask for written information about the 
side effects your child's medicine could 
cause.” 
 

“If you know what might happen, you will 
be better prepared if it does-or, if something 
unexpected happens instead. That way, you 
can report the problem right away and get 
help before it gets worse. A study found 
that written information about medicines 
can help people recognize problem side 
effects. If your child experiences side 
effects, alert the doctor and pharmacist 
right away.” 
 

Hospital Stays 
10. “If you have a choice, choose a 
hospital at which many children have the 
procedure or surgery your child needs.” 

 

“Research shows that patients tend to have 
better results when they are treated in 
hospitals that have a great deal of 
experience with their condition. Find out 
how many of the procedures have been 
performed at the hospital. While your child 
is in the hospital, make sure he or she is 
always wearing an identification bracelet.” 
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11. “If your child is in the hospital, ask all 
health care workers who have direct 
contact with your child whether they have 
washed their hands” 

“Hand washing is an important way to 
prevent the spread of infections in hospitals. 
Yet, it is not done regularly or thoroughly 
enough. A study found that when patients 
checked whether health care workers 
washed their hands, the workers washed 
their hands more often and used more 
soap.” 

12. “When your child is being discharged 
from the hospital, ask his or her doctor to 
explain the treatment plan you will use at 
home.” 

“This includes learning about your child's 
medicines and finding out when he or she 
can get back to regular activities. Research 
shows that at discharge time, doctors think 
people understand more than they really 
do about what they should or should not 
do when they return home.” 

Other Steps You Can Take 
14. “Speak up if you have questions or 
concerns.” 

“You have a right to question anyone who 
is involved with your child's care.” 

15. “Make sure that you know who (such 
as your child's pediatrician) is in charge of 
his or her care.” 

“This is especially important if your child 
has many health problems or is in a 
hospital.” 

16. “Make sure that all health professionals 
involved in your child's care have 
important health information about him or 
her.” 

“Do not assume that everyone knows 
everything they need to. Don't be afraid to 
speak up.” 

17. “Ask a family member or friend to be 
there with you and to be your advocate. 
Choose someone who can help get things 
done and speak up for you if you can't.” 

 

18. “Ask why each test or procedure is 
being done.” 
 

“It is a good idea to find out why a test or 
treatment is needed and how it can help. 
Your child could be better off without it.” 

19. “If your child has a test, ask when the 
results will be available.” 

 

“If you don't hear from the doctor or the 
lab, call to ask about the test results.” 
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20. “Learn about your child's condition and 
treatments by asking the doctor and nurse 
and by using other reliable sources” 

“Ask your child's doctor if his or her 
treatment is based on the latest scientific 
evidence.” 

 

2.6.2 Speak up- Prevent Errors in your child’s care 

The key contents for family caregiver to know and point out detail as following[31]: 

 Table  2 Speak up- Prevent Errors in your child’s care 
 

1.“ What can you do to prepare for your 
child’s visit to the doctor’s office or 
hospital?” 

“It is helpful to write down the following 
information:  
• Your child’s medical history. Include 
vaccinations, allergies, current health 
problems, and the dates of any surgeries and 
hospital visits.  
• A list of your child’s medicines. Include 
prescription and over-the-counter medicines, 
vitamins and herbs. Be sure to include the 
amount your child takes.  
• General questions you have about your 
child’s health. 
Share this information with your child’s 
doctor and other caregivers.” 

2.What should you ask the doctor? 
 

“Find out about all the tests and treatments 
for your child’s illness or injury. Ask how a 
treatment will help your child. Understand 
that more tests or treatments are not always 
better for your child.” 

3.What if you do not understand what the 
doctor is saying? 
 

“Tell the doctor you do not understand. Ask 
more questions. By asking questions you are 
helping the doctor understand what you 
need. Tell the doctor if you need someone 
who speaks your language.” 

4. How can you help prevent your child “Remind caregivers to wash or clean their 
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from getting an infection? 
 

hands before touching your child. Hand 
washing helps prevent infection. Remind 
caregivers to wear clean gloves when they do 
tasks such as taking blood, touching wounds 
or examining your child’s private parts.” 

5.Taking medicine safely 
What can you do to make sure it is safe for 
your child to take a new medicine? 

“Tell the doctor or nurse your child’s current 
weight or ask them to weigh your child (in 
kilograms). Medicines for children are based 
on weight. Ask the following questions: 
• Why does your child need a new medicine? 
How will it help?  
• What are the names of the medicine?  
• Is there written information about the 
medicine?  
• What does the medicine look like? Is it a 
liquid or a pill? What color is the medicine?  
• How do I give my child this medicine? You 
should be able to repeat the instructions 
back to the caregiver. 
• What are the side effects? 
Remind the doctor or caregiver about your 
child’s allergies and reactions to any 
medicines in the past. Tell the doctor or 
caregiver if you do not understand any 
information or if you have questions. When 
you get the medicine, check the label for 
your child’s name, the correct medicine 
name, amount and directions.” 

6.Can you cut or crush pills or put them in 
food if your child has trouble swallowing 
them? 
 

“Ask the doctor or pharmacist. Some 
medicines may not work or may be harmful if 
cut or crushed. Ask if the medicine comes in a 
liquid or can be given another way.” 

Having a medical or laboratory test 
7.What are medical and laboratory tests? 
 

“Medical tests include X-rays, MRIs and CT 
scans. Lab tests include blood tests and urine 
samples.” 
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8.What should you ask about medical and 
lab tests? 
 

“Ask why your child needs a test. Find out 
which test will be done and what your child 
should be prepared for during the test. Find 
out if you can be with your child during the 
test. Ask if your child can eat or drink before 
the test.” 

9.Are there any risks with medical or lab 
tests? 

“X-rays and CT scans use radiation. Some 
patients have received too much radiation. 
Ask how they will make sure your child gets 
the right amount of radiation for their size. 
MRIs use strong magnets. Metal can be pulled 
into the MRI machine and injure the patient. 
Make sure to remove all metal, like jewelry 
and hair clips. If there are any metal objects 
you are not sure about, ask the staff. Also ask 
what has been done to make sure your child 
is safe during the test.” 

10.What should you do if your child is 
having a blood test or other lab test? 

“Ask to see the label on the container that 
your child’s sample is put into. The label 
should have your child’s name and birth date 
or another piece of information. See that the 
container is immediately sealed.” 

11.What should you do if your child is 
having an X-ray, MRI or CT scan? 

“Ask if your child will be given a contrast 
agent. This is a liquid that makes organs and 
blood vessels easy to see on X-rays and other 
tests. Tell staff if your child has had problems 
with contrast agents before. Immediately alert 
staff if your child begins to itch or have 
trouble breathing after getting a contrast 
agent.” 

Going to the hospital 
11.What is one of the first things you 
should do to help prevent errors in the 
hospital? 

“Check your child’s identification band. Make 
sure the information on the band is correct. 
Make sure caregivers check the band and ask 
your child’s name before giving any medicine, 
test or treatment. Caregivers should also ask 
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for your child’s birth date or other identifying 
information.” 

12.Can you stay with your child overnight at 
the hospital? 
 

“Check with the hospital. Most hospitals will 
let a parent stay overnight. It is important that 
you or someone you trust be with your child 
whenever possible to be their advocate.” 

13.Your child needs to get an IV. What is 
this? 

“An IV is a way to give medicine directly into 
the vein. An IV should not be left in any 
longer than necessary to avoid infection. Ask 
when the IV will be removed. Tell caregivers if 
the IV area is painful, red or puffy.” 

14.Here are some tips to help you while 
your child is in the hospital: 

• “Write down information. As an example, 
write down medicine names, amounts and 
what they are for. You may also want to save 
test results, tips and information from your 
caregiver. 
• Immediately tell caregivers if your child is in 
pain. They should check your child regularly 
for pain. 
• Your child may be moved to another floor 
or department. Check that your child gets the 
correct medicines and treatments after the 
move. Alert caregivers if you think there is any 
confusion.  
• Ask visitors who are ill to call instead or 
come back when they are well. Your child 
can easily catch illnesses.  
• All staff should wear an identification badge. 
Ask to see a badge if you cannot see it.” 

Having a safe operation 
15.What can you do to help keep your 
child safe before going to the hospital? 

“Ask that any sedatives (sleep medicines) be 
given at the hospital and not at home before 
going to the hospital. Talk to the surgeon and 
others who will operate on your child. Ask 
how much experience they have performing 
the operation. It is important that you are 
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confident in the ability of the people who will 
operate on your child.” 

16.What can you do to help keep your 
child safe before the operation? 

“Talk to the surgeon about the part of your 
child’s body that will be operated on. Ask the 
surgeon to mark the part to be operated on 
while you are in the room. This will make sure 
it is the correct part. Make sure the surgeon 
marks only the correct part and nowhere 
else. Ask if you can stay with your child until 
the sedatives (sleep medicines) begin working 
and your child falls asleep.”  

17.What can you do to help keep your 
child safe after the operation? 

“Ask if pediatric specialists will be caring for 
your child in the recovery area.” 

18.What can you do to make sure your 
child is safe after leaving the hospital? 
 

“Ask about the care your child will need at 
home. Get written instructions. Get the names 
and phone numbers of people to call if you 
have questions or in case of an emergency.” 
 

 

 2.6.3 World Health Organization strategies of enhancing patient 

engagement for safer primary care 

Cultural and social norms impact on the engagement process and what is 

appropriate and feasible in one context may not be acceptable in another. However, 

the underpinning principles of recognizing the value of patients, families, caregivers 

and wider communities as partners in care are important across all contexts. 

Strategies that World Health Organization Member States could consider prioritizing in 

order to enhance patient engagement for safer primary care include[17]: 

Table  3 World Health Organization strategies of enhancing patient engagement for 
safer primary care 
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1. “Educating health care providers 
about patient engagement” 

 “educating health care 
providers to involve patients, 
both at the organizational and 
individual level; 

 including patient engagement 
and safety in educational 
curricula at undergraduate and 
postgraduate level; 

 developing a learning culture, 
rather than a blaming culture.” 

2. Supporting patients to become 
actively involved 

 “encouraging patients to 
report on safety incidents, 
near misses and safety 
concerns; 

 actively promoting patient 
feedback systems; 

 giving feedback to patients on 
follow-up actions taken about 
the issues they raised;  

 considering legislation that 
supports patients and their 
families to engage in issues 
relevant for their safety;  

 providing patients with 
appropriate, accurate and up-
to-date information about 
treatment and safety issues in 
a user-friendly language and 
format.” 
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3. Broadening the ways in which 
patients are involved 
 

 “exploring alternative ways of 
communicating with patients, 
such as telephone, e-mail and 
online video calls; 

 putting in place systems to 
facilitate patient access to their 
health records; 

 involving patient advocates, 
where appropriate, to support 
the engagement of patients at 
the direct care, organizational 
and policy level; 

 supporting the work of patient-
led voluntary associations;  

 considering campaigns aimed 
at raising public awareness 
about the need for and 
benefits from the strengthened 
engagement of patients and 
their relatives in patient safety 
in primary care.” 

4. Recognizing the importance of 
communities 
 

 “adapting engagement 
strategies to the local social 
and cultural context; 

 recognizing that patients are 
part of social groups, families 
and communities and that 
these broader networks can be 
a positive force for change.” 

5. Providing an enabling and  “encourage and facilitate 
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supportive environment  
 

interaction among health care 
professionals, and engagement 
with patients and families; 

 promoting open disclosure 
about safety incidents to 
patients; 

 linking patient feedback 
systems to organizational 
systems for learning and 
improvement, similar to staff-
initiated incident reports; 

 providing information and 
support for self-care such as 
counselling, peer support 
groups and coaching; 

 designating and supporting 
patient safety champions or 
advocates, where appropriate, 
to help facilitate patient 
engagement; 

 setting up mechanisms for 
patient engagement at the 
systems level.” 

 

2.6.4 Patient safety of usual care in the hospital 

 According to the standard of the hospital that required patient safety an 

internal process. Patient safety standards described in part II under the requirement 

of the risk management process. The hospitals in Thailand follow Healthcare 

Accreditation (HA). The guideline of patient safety that professional staff must adhere 

to is based on International Patient Safety Goals (IPSG) and Thailand Patient Safety 
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Goals (PSG): SIMPLE. This guideline was used widely and key contents of patient 

safety goals presented respectively as follow: 

 International Patient Safety Goal including 6 goals defined by the 

International Joint Commission [75] 

           Goal One -Identify patients correctly. 
 Goal Two Improve effective communication 
 Goal Three Improve the safety of high-alert medications. 
 Goal Four Ensure safe surgery. 
 Goal Five Reduce the risk of health care-associated infections.  
 Goal Six Reduce the risk of patient harm resulting from falls. 
  

 Thailand defined patient safety guideline and implement following SIMPLE 

guideline. The main contents as follow [76]: 

 Safe Surgery: SSI Prevention, Safe Anesthesia, Correct Procedure and Correct Site, Surgical 
Safety Checklist 
 Infection Control: Hand Hygiene, Prevention CAUTI, VAP, Central Line Infection 
 Medication and Blood Safety: Safe from ADE, High-Alert Drug, Safe from medication error, 
LASA, Medication Reconciliation, Tackling Antimicrobial Resistance, and Blood safety 
 Patient Care Process: Patient Identification, Communication (SBAR, Handovers, Critical 
Test Result, Verbal order, Abbreviation), Proper Diagnosis, and Preventing common complication 
(Pressure Ulcer, Falls) 
 Line, Tubing, Cathether: Mis-connection 
 Emergency Response: Sepsis, Acute Coronary Syndrome, Maternal and Neonatal 
Morbidity, and Response to the deteriorating patient/RRT 
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2.7 Related study  
Table  4 Related study in hospitalized children  

Author, Year, Title, Method, and Findings 
[21] Tarini, B.A., P. Lozano, and D.A. Christakis (2009) 
Title: Afraid in the hospital: parental concern for errors during a child's 
hospitalization. 
Method: A cross-sectional study was conducted in parents of children 
admitted in general medical ward, to determine proportion of parents 
concerned about medical errors during a child’s hospitalization and association 
between this concern and parental self-efficacy with physician interaction. 
Findings: Self-efficacy was independently associated with parental report about 
the need to watch over a child’s care. Parent with higher level of self- efficacy 
with physician interactions may feel more comfortable communicating with 
physicians, which in turn may temper parent’s concerns about medical errors 
during hospitalization. 
[49] Aini, S.N., S. Mulatsih, and P.S. Lasmani (2017) 
Title: Parents involvement in child care in an Arab pediatric setting 
Method: A descriptive cross-sectional study with convenient sample in main 
caregiver at the bedside of the child both medical and surgical cases. Purpose 
of study to measure parent’s activities performed in caring for their 
hospitalized child, and to evaluate parent’s actual participate level at the 
pediatric settings in Jordan. 
Findings: Parents have moderate mean score of actual participation in their 
child’s care. They provided care through activities of daily living, comforting, 
and advocating, but no interest in providing technical task for children. They 
were able to comfort their child when upset and during painful procedure. 
[7] Cox, E.D., et al (2013) 
Title: Parent perceptions of children's hospital safety climate 
Method: A quantitative study was conducted with parents of child 
hospitalization on general pediatric hospitalist, pulmonology, hematology and 
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Author, Year, Title, Method, and Findings 
oncology. To measure parent’s perception of safety climate in children’s 
hospitals and examine association between perception of safety and their 
need to watch over their child’s care. 
Findings: Parents viewed the safety climate in positively and the most 
positively viewed was parent communication openness. They need to watch 
over care was significantly inversely related to overall perceptions of safety. 
After adjusted models, parent need to watch over care was significantly 
associated with the child having been hospitalized for breathing problem, 
compared to all other reasons for admitted. 
[50]  Aini, S.N., S. Mulatsih, and P.S. Lasmani (2017) 
Title: The Effect of Education on Parents' "Speak Up" Knowledge Regarding 
Patients Safety in Hospital. 
Method: A quasi experimental study using one group pre-test and post-test 
design in parents of children being treated in children wards at public hospital. 
The independent variable was knowledge, and dependent variable is Speak up 
education program. 
Findings: Mean score of parents speak up knowledge increased after the 
intervention. The highest mean being in relation to prevention of infection by 
hand washing. In area of care advocacy, medicine explanation, insertion area 
infection, hospital accreditation and the health personnel who are in-charge of 
the care was not increased. 
[56] Cox, E.D., et al (2017) 
Title: A Family-Centered Rounds Checklist, Family Engagement, and Patient 
Safety: A Randomized Trial. 
Method: A Clustered randomized trial involved 298 families with both acute 
and chronic disease, to examine the impact of the Family-Center Rounds 
Checklist intervention, a checklist and associated provider training, on 
performance of FCR element, family engagement and patient safety. 
Findings: The intervention significantly improved the total number of checklist 
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Author, Year, Title, Method, and Findings 
elements performed and significantly increased the likelihood that families 
were asked for questions, the health care team was asked the questions and 
the health care team read back the order during FCRs.  Adjusted models 
demonstrated no significant intervention effect in family engagement and 
parent perception of safety. However, the performance of particular FCR 
checklist elements improve parent perceptions of two safety climate domains. 
Parent views of staff communication openness significantly increased with the 
proportion of FCRs in which the family was asked for question and the health 
care team gave assessment of their child’s progress or asked the family if they 
had any questions. 
[60] Cox, E.D., et al (2017) 
Title: Are Parents Who Feel the Need to Watch Over Their Children's Care 
Better Patient Safety Partners? 
Method: A prospective observational study was performed in parents of 
children at 61-bed academic children’s hospital including both acute and 
chronic disease admissions. The study objective to understand parent’s 
performance of recommended safety behavior in medication awareness and 
hand hygiene, and to examine this performance related to parent’s need to 
watch over their child’s care to ensure mistake are not made. 
Findings: Less than fifty percent of parent reported needing to watch over care, 
most parents reported frequently asking providers for drug names or dose. 
Fewer parent asked to check drug or infusion accuracy or to show or read 
aloud medication labels. It was reported that few parents remind providers to 
wash hands. However, they would be comfortable asking and likely to speak 
up if a provider did not. After adjusting, parent who agreed they need to watch 
over their child were significantly more likely to have asked a provider for the 
names of drug and to check drug or infusion accuracy. To advise parents of 
specific behaviors they can perform to reduce the risk of harm to their child 
during hospital staying. 
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Author, Year, Title, Method, and Findings 
[12] Rosenberg, R.E., et al. (2016) 
Title: Parents' Perspectives on "Keeping Their Children Safe" in the Hospital. 
Method: A qualitative study with semi-structured interviewed was conducted 
with parents and caregivers of children in medical and surgical unit children’s 
service urban tertiary care academic medical center. Interview questions 
probed parent’s perspective of their definition of hospital safety, role and 
interactions with health care professionals in preventing harm, and factors 
affecting parent participation in safety activities and behaviors. 
Findings: Parents viewed the term ‘hospital safety’ as both avoiding harm and 
assurance of comfort. They interpreted safety in the hospital broadly to 
include not only safety from falling, getting the right dosage, the right nurse 
and being in the right place but also issues of child comfort, timely diagnosis 
and medication side effect monitoring. They viewed as protector for child 
during hospitalization, is both their right and their job. To interaction with 
healthcare staff to prevent harm including 2 behaviors; specific independent 
(keeping track of events, medication, communication about safety rule) and 
interdependent as watching over both the child and the care given. There 
stated that many factors influence parent participation in safety practice 
including interpersonal skill, variation in individual and situation capacity to 
participate, previous experience and knowledge, and personal style. 

 

From previous study indicated that parents or family caregivers need to 

involve in care process of hospitalized children. Even though findings mentioned 

there have many factors related with such as intrapersonal factor including 

knowledge, capacity, ability as self-efficacy to be partner with health care 

professional to taking care their child. Most of the studies used a cross-sectional 

study survey and qualitative study. A few findings that were experimental studied but 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 46 

there could be key evidence for this study. There have emphasized that the patient 

and family role is important issue to consider in area of improvement. Moreover, in 

the interested and challenged area as ‘patient and family engagement in promoting 

safety’ is still in its infancy and novel idea. The acceptability of which from patient 

and family perspective is largely unknown. Therefore, to identify where family 

caregiver of hospitalized children engagement or involvement in safety may be 

possible and should be addressed to trial for enhancing their behavior. 
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CHAPTER III 
RESEARCH METHODOLOGY 

 

3.1 Research Design  
A quasi experimental study with intervention and control group was 

conducted among family caregivers of hospitalized children from two public 

hospitals. 

3.2 Study area  
The study area was paediatric wards of public hospital where have been 

verifying of healthcare quality accreditation (HA) in North-Eastern, Thailand. Roi-Et 

hospital provides health care services and has been setting the hospital safety and 

quality hospital. There are the centred tertiary care and the co-operate settings for 

medical practicing, and commit vision to be a leading National Center Hospital with 

quality and standards of care at the international level. This has 820 patient beds 

and response for patient approximate 320,000 people per year. Based on the top 

disease of the pediatric inpatients' statistic found that the first critical diagnosis was 

the respiratory diseases, reported annually 975 cases.  

Area of study for control group, Mahasarakham hospital, was selected by a 

purposive technique. Both of the intervention and  control settings are provincial 

hospitals where support for tertiary care with 500-1,000 patient bed and  have similar 

context in terms of administration under Ministry of Public Health, North-East, 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 48 

Thailand. For pediatric wards of both hospitals were similar in terms of mainly 

diagnosed that is respiratory disease and separate service area by age of the children.  

3.3 Study period 
 The study period conducted during hospital staying of hospitalized children 

within 3 months. 

3.4 Study population  
The population of this study was the family caregivers of hospitalized 

children with respiratory disease (Bronchitis, Pneumonia, Asthma, RSV, croup 

syndrome) who admitted in paediatric wards at tertiary public hospital. The number 

of pediatrics inpatients was approximate 1,000 cases annual and average 80 cases 

monthly. They had length of stay between 3-7 days. 

3.5 Sample size and sampling technique    
Sample size calculation:  

According to this study, it is the first study about family caregiver engagement 

in promoting safety of hospitalized children in Thailand. It is lack of related previous 

study and used the same measurement tools. Therefore, sample size based on 

Cohen table was used [77]. The medium effect size was 0.5, for the reason was 

medium effect size represents an effect likely to be visible to the naked eye of the 

careful observer. It has since been noted in effect size survey that it approximates 

the average size of observer effect in the various fields. Power of 0.80 for the 

probability of rejecting a false null hypotheses and defined alpha 0.05 (type I error). 

According to statistical analysis use independent t-test for independent mean, 
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sample size of this study based on Cohen table was 64.  Added 25% for expected 

dropout rate to compensate for dropout. Therefore, sample size for each of groups 

were 80 and total sample size was 160 participants. 

3.6 Sampling technique  
Family caregivers of hospitalized children in paediatrics ward who met the 

inclusion criteria were selected by consecutive sampling.  

Inclusions criteria were following:  

1. Family caregiver was female including mother, grandmother and aunt with ages 

35-60 years old who self-identified as caregiver for hospitalized children ages 3-7 

years old and admitted in paediatric wards in the morning and was evaluated length 

of stay at least 3 day with respiratory disease (Bronchitis, Pneumonia, Asthma, RSV, 

croup syndrome). 

2. Family caregiver who able to participate and give informed consent. 

3. Family caregiver who able writing and reading in Thai languages. 

4.  Family caregiver who had mobile phone. 

Exclusions criteria are following: 

1. Family caregivers of hospitalized children with re-admit in period of collecting data 

2. Family caregivers of hospitalized children who was transferred from intensive care 

unit or from the inpatient unit of another hospital. 

3. Family caregivers of the hospitalized child need special care from his/her caregiver 

4. Family caregiver of the hospitalized child who had the vital signs changed 
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5. Family caregivers of children who were admitted in pediatric ICU 

Figure 1 Flow diagram of the participants through each stage of the study 
 

3.7 Procedure and Materials   
A quasi experiment was conducted from family caregiver of hospitalized 

children in paediatric wards of tertiary public hospital. The participants were recruited 

by consecutive sampling with inclusion criteria. According to intervention program 

was separated in the morning and afternoon at the same day. So, to enhance 

effectiveness of intervention and want to limit participant, three participants were 

selected in the morning and they were attendant for education section in the 

afternoon. After nurse facilitator assessed the symptoms of the child and suggested 
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that the family caregiver who able to participate. Family caregivers of hospitalized 

children were notified they could be sample and informed about benefit, purpose 

and process of study that they had to involve and were asked to participate in the 

study by the researcher. Then, participants gave informed consent and were asked to 

do a pre-test questionnaire to complete baseline with face to face method by a 

research assistant. Data collection on pre-test varied between 20-30 minutes for each 

participant.  

 The details of procedure and material for intervention group and control 

group as follow: 

3.8 Intervention program 
The interventions to engage patients in safer care, one of categories is 

educating patients and health care providers for safer health care. There are largely 

revolve around providing patient information or education and has been a 

proliferation of educational programs seeking to engage patients in safety 

improvement. Leaflets, videos and other educational materials have been found to 

encourage patients to raise concerns about the safety of the care they receive [17]. 

The intervention should provide written or verbal support for patients or encourage 

directly from healthcare professionals can both help to encourage a patient’s sense 

of control belief in participating in the safety of care [78]. The studies have 

mentioned that parents requested for promoting culture of invitations to participate 

in safety practices by pamphlets, poster. In addition, moving nurse or healthcare staff 
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change of shift to the patient bedside to support patient and family engagement and 

partnering with patient also was stated. Therefore, the intervention should be multi-

component of media and personal [12, 19, 39]. 

Empowering and encouraging patients to speak up, for example when 

something does not seem right or when a symptom is inadequately explained, can 

be fundamental to improving patient safety. Family members play a key role as 

advocate and informal carers and therefore supporting and educating them can help 

to improve safety. In order to examine effects of intervention on family caregiver’s 

knowledge, self-efficacy and engagement in promoting safety of hospitalized 

children. This study set up the multi-component intervention programme materials 

consist of 1) leaflet 2) poster 3. safety talk training by  video and 4) SMS alert.  

For the intervention group, hospitalized children received hospitalised 

standard care with following Patient Safety Goal guideline of Thailand which 

provided by health care professional staff in paediatric ward. Family caregiver was 

approached or communicated regarding with usual care services from health care 

professional staff. Additionally, to examine intervention program, family caregivers in 

the intervention group were given “ARM contents” via above materials which 

provided by the researcher. 

 The content of “ARM” was developed by the researcher based on Speak Up: 

Prevent Errors in Your Child’s Care [31] and 20 Tips to Help Prevent Medical Error in 

Children [32]. For “ARM”, by the reason that meaning of ARM as family caregiver arm 
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to hug and protect their child from any harms. Therefore, the researcher transcribed 

and grouped contents that link to this word. This abbreviation is representation of 

key safety related behaviors of family caregiver that act to promote safety of 

hospitalized children during care process and hospital staying. “ARM” is the process 

that need family caregiver take action to engage for child’s safety. Table 5 shows 

detail of ARM contents as follows. 

Table  5 Details of contents in instruments 
A, 

represent for Advocate 
to Ask 

R, 
represent for Report and 

Response 

M, 
represent for Monitoring 

and Make sure 
-Ask, the doctor and 
nurse about your child's 
condition and 
treatments 
-Ask, how a treatment 
will help your child 
-Ask, when the IV will 
be removed.  
-Ask doctor or nurse to 
explain the treatment 
plan you will use at 
home 
-Ask a family member 
or friend to be there 
with you  
-Ask, what are the 
names of the medicines 
-Ask, what side effects 

-Tell child’s health 
information with child’s 
doctor and nurse and 
other staff  
-Tell your child's 
medication history and 
weight 
-Tell the doctor or nurse 
about your child’s 
allergies and reactions to 
any medicines in the past.  
-Tell the doctor or nurse 
if you do not understand 
any information or if you 
have questions. 
-Tell nurse if the IV area is 
painful, red or puffy 
-Response and answer to 

-Taking part in any 
situation and decision 
about your child's care 
and during hospital stay 
-Always check your 
child’s identification 
band. 
-Make sure caregivers 
check the band and ask 
your child’s name 
before giving any 
medicine, test or 
treatment 
-If you don't hear from 
the doctor or the lab, 
call to ask about the 
test results. 
-While staying with your 
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A, 
represent for Advocate 

to Ask 

R, 
represent for Report and 

Response 

M, 
represent for Monitoring 

and Make sure 
are likely and what do 
you do if they occur 
-Ask, how do you give 
medicine for child 
-Ask, how often is the 
child supposed to take 
medicines, and for how 
long 
-Ask, the medicine safe 
for your child to take 
with other medicines or 
dietary supplements 
-Ask, what food, drink, 
or activities should your 
child avoid while taking 
this medicine 
-Ask why your child 
needs a test 
-Ask why each test or 
procedure is being done 
-Ask what has been 
done to make sure your 
child is safe during the 
test 
-Ask to see the label on 
the container that your 
child’s sample is put 
into 

question from doctor or 
nurse on clinical rounds 
-Response to prevent 
infection by wash or clean 
your hands every time 
before and after touch 
your child and wear a 
mask to prevent infection 
or contamination to a 
child 
-Remind doctor or nurse 
to wash or clean their 
hands 

child, speak up if you 
have questions or 
concerns. 
-Make sure that you 
know who is your 
child's pediatrician 
-Always monitor child’s 
symptoms in order to 
report on clinical 
rounds 
-Always observe to see 
the label on the 
container that your 
child’s sample is put 
into 
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A, 
represent for Advocate 

to Ask 

R, 
represent for Report and 

Response 

M, 
represent for Monitoring 

and Make sure 
-If your child has a test, 
ask when the results 
will be available. 
-If your child has a test 
Ask which test will be 
done and what your 
child should be 
prepared for during the 
test.  
-Ask if your child can 
eat or drink before the 
test 

 

 Participants were given the multi-component program respectively as follow 

(Table 6): 

Leaflet - after hospitalized children were diagnosed and admitted in the 

pediatric ward and the child got treatment. Before the intervention will be 

performed, the researcher and nurse facilitator approached the family caregiver 

explained the purpose and detail of the study. Asked participant for participation and 

giving informed consent. The research assistant completed a pre-test at baseline by 

face to face method for 30 minutes. Then the researcher gave leaflets and explained 

about the benefit of the instrument and how to act as engagement in promoting the 

safety of their child. They can read leaflets by themselves and free to learn. 
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Poster- after gave leaflets, the researcher pasted the poster on childbed in 

order to remind the family caregiver about their role. 15 minutes were spent on 

giving leaflets and posters. 

Safety talk training-video – This session was conducted at the childbed. The 

researcher gave education to each of the family caregivers through safety talk training 

with video in the afternoon. This session was run between 30-45 minutes. The 

researcher self-demonstrated as a health educator in the paediatric ward. This role 

to encourage and empower caregiver to engage in promoting the safety of 

hospitalized children. The detail of activities in this section as follows: 

1. Educating as coaching through video (length of playing 4 minutes) for 

demonstrating possible role in which family caregiver can act to involve with 

healthcare staff in promoting safety for hospitalized children.  

2. Sharing, the researcher acted as a mediator to talk about family caregivers’ 

experiences of unsafe events and reflect on their opinion. 

3. Question-Answer, this part opened for the family caregiver to ask about 

concern issues. Whereas, the researcher able to asked to confirm their understanding 

of the key point of safety-related behaviours for hospitalized children. 

SMS Alert – In the morning of the next every day before the clinical round, 

the family caregiver received SMS alert 1 time by the researcher to remind them to 

engage in promoting safety of their child care. They received SMS at the same time 

until their child discharged. 
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 End point – the researcher followed a time discharge with in-charge or nurse 

facilitator. The family caregivers were asked to participate in the post-test. The 

research assistant also used face to face method to complete the post-test. 

Table  6 Procedure of intervention for each participant 
Process Detail Responsibility person 

1. Developing content of 
Leaflet, Poster, Video 

-To develop the valid 
content 

Researcher and team 

2.Preparing team for data 
collection  
 

-Make understanding with 
paediatric wards staff 
In the intervention and 
control hospitals, 2 nurses 
facilitator and 1 research 
assistant were recruited  
-The researcher trained by 
coaching to nurse 
facilitator and research 
assistant  along together 
by slide presentation at 
meeting time and 
discussed about 
appropriate  method and 
rechecked their 
understanding  
by demonstration 
 
 

Researcher and Head 
of ward to lead 
meeting 
 
 

3. Intervention  Implementation 
Participants recruitment -Nurse facilitator assessed 

the symptoms of the child 
Researcher, Nurse 
facilitator 
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Process Detail Responsibility person 
and suggested that the 
family caregiver who able 
to participate. 
-Family caregiver were 
asked to participate in the 
study by the researcher 
-Researcher explained and 
notified all of procedure 
and participant roles 
-Family caregiver gave 
informed consent 

 
 

Baseline complete 
(30 minutes) 

Research assistant  used 
face to face method to 
collect data for pre-test  

Research assistant 

Education with written 
material (in the morning) 
(15 minutes) 

After pre-test  
-Family caregiver was 
explained and taught 
about active role to 
involve in promote 
patient safety that 
contained on leaflet  
- poster was pasted in the 
child bedside area 

Researcher 

Education with Verbal  
(in the afternoon at the 
ward's area, where is 
allowed by the hospital) 
(30-45 minutes) 

Family caregiver was 
taught through coaching 
technique, Activities 
including; 

 Safety talk training 
with video 

Researcher 
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Process Detail Responsibility person 

 Sharing 
 Q&A 

SMS alert  
In the next day until 
discharged  

Family caregiver received 
SMS alert to remind to 
read leaflet or poster 
during hospitalization 
staying of a child 

 

Post-test 
(30-45 minutes) 

Before hospitalized 
children discharge  the 
research assistant  
collected data for post-
test by face to face 
method  

Research assistant 

 

3.9 Measurement Tools 
A structured questionnaires were developed and consisted of six main parts 

as follows: 

 Part I Questionnaire about family caregivers’ characteristics  

 The question was developed by researcher based on literature review. 6 

items were open and close-ended question about caregivers’ socio-demographic; 

age, marital status, education level, relationship to the child and experienced in 

hospitalization, experienced in unsafe event. 
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Part II Questionnaire about hospitalized children characteristics  

 The question was developed by researcher base on literature review. 4 items 

were open and closed-end question about hospitalized children; age, condition of 

illness, length of stay, number of previous hospitalizations. 

Part III Questionnaire about caregiver’s knowledge regarding promoting safety of 

hospitalized children  

The questionnaire was developed by researcher base on literature review on 

active role in participation in promote patient safety ‘Speak Up: Prevent Errors in 

Your Child’s Care [31]and 20 Tips to Help Prevent Medical Error in Children’ [32].  

There were closed end question of active role knowledge that linked with 

intervention contents. 25 items of questions were developed at the first time to ask 

caregivers and scoring for answering to assess caregiver’s knowledge in each of item 

was “true or false”, 1 score for correct answer, and 0 for incorrect answer. 

The level of knowledge score was separated to 3 levels and defined low 

scores of knowledge at 60% or below [79]. Therefore, level of caregiver’s knowledge 

about engagement in promoting patient safety was as following:  

Percent of knowledge (range of scoring)        meaning 

≤ 60 % (score 0 - 15)         level of caregiver’s knowledge is a low 

61 -79% (score 16 - 20)     level of caregiver’s knowledge is a moderate 

≥ 80 % (score 21 -25)        level of caregiver’s knowledge is a high 
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Part IV Questionnaire about caregiver’s perceived self-efficacy of patient –

professional staff interactions in promoting safety for hospitalized children. 

 10 items of questions were developed base on general self-efficacy question 

and use Pediatric Adaptation of the Perceived Efficacy in Patient-Physician 

Interactions (PEPPI) Scale [21, 80] that had Cronbach’s alpha score = 0.91. The 

response to each question was a 5-point likert scale ranged from 1-5 where 1 

represents ‘not at all confident’ and 5 represent ‘very confident’. 

 The range of score was separated to 3 level calculated by class interval and 

range [81]   

       Scores     meaning 

1.00 – 2.33  family caregiver’s self-efficacy is a low level  

2.34 – 3.66  family caregiver’s self-efficacy is a moderate level 

3.67- 5.00  family caregiver’s self-efficacy is a high level 

Part V Questionnaire about caregiver’s engagement in promoting safety of 

hospitalized children      

The questionnaire was developed follow from Patients' willingness to 

participate in a range of safety-related behaviours reliability [51] and [82] that 

Cronbach’s alpha score was ranged from 0.65-0.86. In addition, some items were 

developed from The Index of Parent Participation/Hospitalized Children Actual 

Activities –reliability =  0.91 [49]. The questionnaires were added in some of items in 

order to more cover essential details about child’s safety based on Speak Up: 
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Prevent Errors in Your Child’s Care [31] and 20 Tips to Help Prevent Medical Error in 

Children’[32]. 39 items were developed to ask family caregiver engagement in 

promoting safety for hospitalized children. A 5-point rating scales were used to assess 

family caregiver level of agreement on how they would be to act for each of items 

(score ranged from 1 to 5: Definitely not, Probably not, Not sure, Probably yes, 

Definitely yes; the higher score, the more engage in promoting safety of hospitalized 

children). 

The range of score was separated to 3 level calculated by class interval and 

range  [81] 

  Scores    meaning 

1.00 – 2.33 family caregiver’s engagement in promoting safety of  

hospitalized children is a low level 

2.34 – 3.66 family caregiver’s engagement in promoting safety of 

hospitalized children is a moderate level 

3.67- 5.00 family caregiver’s engagement in promoting safety of 

hospitalized children is a high level 

*Part VI: Addition question for participant in the intervention group 

For post-test, a structured questionnaire was added is one part. Only the 

participants in the intervention group were asked opened-end question about 

recommendation for intervention tools or suggestion for new tools in their opinion.  
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3.10 Validity and Reliability 
Validity: 

 Three experts who have experience in the area of quality and safety 

management or representatives from Healthcare Accreditation Organization and 

pediatrician or nurse administer in pediatric wards at the hospital to examine 

construct and content validity of questionnaires. Calculation Index of item 

Objective Congruence (IOC) score to confirm internal consistency of questionnaire, 

the value of IOC score was 0.97. Thirty family caregivers of hospitalized children in 

another hospital were asked to comment on the simplicity, readability and clarity of 

items for ensure about face validity. For contents on leaflet, poster, and video were 

examined by the ethical committee of the intervention hospital. 

Reliability: 

 To pretest the reliability of the questionnaire and to ensure face validity, 

Thirty family caregivers of hospitalized children in another public hospital were 

carried out. The Kuder-Richardson 20 (KR-20) was used to measure internal 

consistency of knowledge, and the Cronbach’s alpha coefficient was used to 

measure internal consistency of self-efficacy, and engagement questions. The 

satisfactory value was considered ≥ 0.70. There were measured scores 0.75, 0.89, and 

0.81 respectively.  

3.11 Data collection   

 The researcher sent the letters to hospital directors for permission and to 

make understanding about all of the procedures with family caregiver of 

hospitalized children in pediatric wards. 
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 In each of hospitals, the researcher coordinated with pediatric wards for make 

understanding of procedure with head of ward staff and recruited 2 nurse 

facilitators. The criteria of nurse facilitator was who volunteer to facilitated 

and have work experienced at least 6 month on pediatric ward. The research 

assistant who has experienced in research and volunteer to participate was 

recruited.  

 The researcher trained nurse facilitator to understand how to arrange case in 

to group of the study and trained research assistant about how to approach 

and collect data by face to face method 

 Participants were given information to know the purpose and procedure of 

the study by the researcher and then gave informed consent to participate in 

the study 

 Participants in the control and intervention groups were  used face to face 

method for a pre-test 

 The researcher followed hospitalized children’s chart with ward staff to know 

time of discharge. Participants in the control and intervention groups were 

competed a post-test questionnaire after their children were allowed from 

physicians to discharge.  
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 Use face to face interview method to collect data at hospital staying and 

discharge time, in order give the opportunity to ask if participants did not 

understand, to reduce missing data. 

3.12 Data analysis 
 All analyses was conducted using SPSS version 22, p-values < 0.05 was 

considered as statistically significant. The normality of the data was examined by 

Kolmogorov-Smirnov test. In case the output showed no normality data. The Mann-

Whitney U-test and Chi-square were used to test homogeneity between the groups 

(Table 7). 

Table  7 Statistical analysis 

Statistics test Independent Variable Dependent  
Variable 

Objective 

Frequency, 
Percentage 

-categorical  
1.education,  
2.marital status, 
3.relationship to the child,  
4.condition of child’ 
illness,  
5.experience in 
hospitalization and 
6.experience about unsafe 
event) 

-categorical 
1.Level of 
knowledge score,  
2.level of self-
efficacy score and  
3.level of 
engagement score 

Describe 
characteristics 

Mean and 
standard 
deviation 

continuous 
-family caregiver’s age 
-child’s age 
-length of stay 
-number of previous 
hospitalization 

continuous 
1.knowledge score,  
2. self-efficacy 
score  
3.engagement 
score 

Describe 
characteristics,  
Level of score of 
outcome 
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Statistics test Independent Variable Dependent  
Variable 

Objective 

Pair t-Test    categorical  
defined group : before-1 
and after-2 

Continuous 
1.knowledge score,  
2. self-efficacy 
score  
3.engagement 
score 

to test the 
difference within 
group  

Independent 
sample t-test 

categorical  
defined group: control-1 
and intervention-2 

Continuous 
1.knowledge score,  
2. self-efficacy 
score  
3.engagement 
score 

to compare 
between the 
control group 
and the 
intervention 
group 

The Analysis 
of  Covariance 
(ANCOVA) 

-categorical  
defined group: control-1 
and intervention-2 
-continuous  
Length of stay 

Continuous 
1.knowledge score,  
2. self-efficacy 
score  
3.engagement 
score 

To adjust the 
confounding 
variable that 
could effect on 
outcomes, to 
prove effect of 
the intervention 
program 

 

3.13 Ethical consideration 
This study was approved by The Research Ethics Review Committee for 

Research Involving Human Research Participants, Health Sciences Group, 

Chulalongkorn University, Thailand (COA No.165/2019). There were approved by the 

study settings included The Ethics Review Committee of Mahasarakam Hospital (COA 

No.62/024) and The Ethics Review Committee of Roi-Et Hospital (COA No.051/2562). 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 67 

All participants received verbal information and written informed consent for 

participation. The participants who cannot present during data collection they had 

the right to reject participation all the time. 
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CHAPTER IV 
RESEARCH RESULTS 

 

 This chapter presented research results conducted with a quasi-experimental 

study from August to October 2019. The intervention was a “multi-component 

program” that included leaflet, poster, video and SMS alert. The researcher 

implemented the intervention program with the family caregivers in the intervention 

group through the education approach. Research assistant collected pre-test and 

post-test by questionnaires in both the intervention group and the control group. 

Measurement outcomes were knowledge in promoting safety of hospitalized 

children, self-efficacy of patient-professional interactions in promoting safety of 

hospitalized children, and engagement in promoting safety of hospitalized children. 

The results were arranged by characteristics of participants and main outcomes as 

follows: 

 1.Socio-demographic characteristics of family caregivers and hospitalized 
children. 
 2.Level of family caregiver’s knowledge in promoting safety of hospitalized 
children. 
 3.Level of family caregiver’s perceived self-efficacy of patient-professional 
interactions in promoting safety of hospitalized children.  
 4.Level of family caregivers engagement in promoting safety of hospitalized 
children. 
 5.Comparison effect of the multi-component program on family caregiver’s 
knowledge, self-efficacy, and engagement in promoting the safety of hospitalized 
children between and within the groups.  
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4.1 Socio-demographic characteristics of family caregivers and hospitalized 
children 
Table  8 Baseline comparison on socio-demographic characteristics of participants 
(n=160) 

Socio-demographic characteristics Intervention group 
n (%) 

Control group 
n (%) 

p-value 

Age of family caregiver (years) 
Mean±SD 

42.40±7.93 44.63±8.57 0.122a 

Education   0.504b 
Primary school 19 (23.75) 22 (27.5)  
Elementary school 10 (12.5) 14 (17.5)  
Secondary school 12 (15.0) 15 (18.75)  
High school 24 (30.0) 15 (18.75)  
Bachelor 15 (18.75) 14 (17.5)  
Marital status   0.214c 
Single 6 (7.5) 12 (15.0)  
Married 71 (88.75) 63 (78.75)  
Separate, Divorce, Widowed 3 (3.75) 5 (6.25)  
Relationship to child   0.191c 
Mother  50 (62.5) 40 (50.0)  
Grandmother  27 (33.75) 33 (41.25)  
Aunt 3 (3.75) 7 (8.75)  
Experience in hospitalization   0.273b 
Yes  63 (78.75) 57 (71.25)  
No  17 (21.25) 23 (28.75)  
Experience of unsafe event in 
hospital 

  0.072b 

Yes  20 (25.0) 11 (13.75)  
No 60 (75.0) 69 (86.25)  
 If   fall/slip 1 (1.25) 1 (1.25) 0.304c 

infection   8 (10.0) 3 (3.75)  
misidentification 2 (2.5) 2 (2.5)  
medical error 3 (3.75) 4 (5.0)  
wrong site/wrong case surgery  1 (1.25) 0 (0.0)  
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Socio-demographic characteristics Intervention group 
n (%) 

Control group 
n (%) 

p-value 

environment 5 (6.25) 1 (1.25)  
Age of Hospitalized child (years)  
Mean ±SD 

4.78±1.54 5.06±1.52 0.122a 

Severity of illness   0.919c 
low 4 (5.0) 3 (3.75)  
middle 57 (71.25) 56 (70.0)  
high 19 (23.75) 21 (26.25)  
Length of stay (days) Mean±SD 3.83±1.01 3.50 ±0.79 0.016a* 
Number of previous admission 

(times) Mean±SD 
1.73±1.48 1.55±1.71 0.259a 

       a Test differences between groups by Mann-Whitney U-test, b Test differences between groups by Chi-square test, c Fisher’s exact test      
    *significance difference p < 0.05. 

 

Table  9 Score of family caregiver’s knowledge, perceived self-efficacy, and 
engagement in promoting safety of hospitalized children at baseline (n=160) 

Outcome 
variables 

Intervention  
(n=80) 

Control 
(n=80) 

p-
valuea 

Mean ± SD Min-Max Mean ± SD 
 

Min-Max 

Knowledge 16.40 ± 3.38 10.00 -23.0 16.43 ± 3.20 10.00 -23.0 0.943 
Self-efficacy 3.64 ± 0.30 2.90 - 4.20 3.65 ± 0.27 3.00 - 4.20 0.704 
Engagement      
-Advocate to ask 3.58 ± 0.50 

 
2.15 – 4.55 3.61 ± 0.33 2.60 – 4.25 0.644 

-Report and 
response 

3.81 ± 0.27 
 

3.30 – 4.50 
3.82 ± 0.25 

 
3.20 – 4.40 0.766 

-Monitoring and 
make sure 

3.45 ± 0.48 
 

2.11 – 4.56 
3.47 ± 0.56 

 
2.56 – 4.78 0.776 

-Overall  3.61 ± 0.34 
 

3.08 – 4.21 3.63 ± 0.26 
 

3.05 – 4.23 0.616 

     a Test differences between groups by Independent sample t-test 
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 In total, 160 surveys were completed and 100% response rate in the 

intervention and control group. The data regarding socio-demographic characteristics 

of family caregiver and hospitalized child are showed in Table 8. Most of participant 

are mothers (56.1%) who have married (83.75) and mean of age is around 42 years in 

the intervention group and 44 years in the control group. Their educational level is 

mostly primary school (24%) and high school (24%). The majority (75%) had 

experience in hospitalization but 80.6% they had no experience of unsafe event in 

hospital. For hospitalize child, their mean of age was 4-5 years in both group. Childs’ 

severity of illness perceived by their family caregivers was moderate level (70.6%). 

Hospitalized child’s length of stay (LOS) was calculated based on admit and 

discharge periods that mean of LOS around 3 days in both group. In addition, the 

number of previous admission average around 1-2 times; 1.73 ± 1.48 in the 

intervention group and 1.55 ± 1.71 in the control group. There were no differences 

between the intervention group and the control group with respect to age of family 

caregiver, educational level, marital status, relationship to child, experience in 

hospitalization, experience of unsafe event in hospital, age of hospitalized child, 

severity of child illness and number of previous admission except the length of stay 

of the intervention group that was significantly more likely to have a long length of 

stay (p-value=0.016). 
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 Table 9 showed comparison results of baseline scores that there were no 

differences of knowledge, self-efficacy, and engagement of family caregivers between 

the intervention group and the control group. 

4.2 Level of family caregiver’s knowledge in promoting safety of hospitalized 
children 
Table  10 Level of family caregiver’s knowledge in promoting safety of hospitalized 
children (n=160) 

Knowledge level Level Intervention n (%) Control n (%) 

Before Low 33 (41.3) 30 (37.5) 
 Moderate 38 (47.5) 39 (48.8) 
 High 9 (11.3) 11 (13.8) 

After Low 1 (1.3) 8 (10.0) 
 Moderate 1 (1.3) 39 (48.8) 

 High 78 (97.5) 33 (41.3) 
 

 Knowledge of family caregivers in promoting safety of hospitalized children 

was separated into 3 levels, including low (≤ 60%; 0-15), moderate (60-79%; 16-20), 

and high (≥ 80%; 21-25). Table 10 revealed that at baseline assessment, nearly half 

of the family caregivers in the intervention group had knowledge at a moderate level 

(38 participants; 47.5%). After they were given a multi-component program, their 

knowledge score was at a high level (78 participants; 97.5%). For the control group, 

even the number of the high level increased (11 participants 13.8% versus 33 

participants 41.3%) but nearly half of the family caregivers had knowledge at a 

moderate level at the endpoint (39 participants; 48.8%). 
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4.3 Level of family caregiver’s perceived self-efficacy of patient-professional 
interactions in promoting safety of hospitalized children 
Table  11 Level of family caregiver’s perceived self-efficacy of patient-professional 
interactions in promoting safety of hospitalized children (n=160) 
 

Self-efficacy level Level Intervention   
n (%) 

Control  
n (%) 

Before Low - - 
 Medium 38 (47.5) 33 (41.3) 
 High 42 (52.5) 47 (58.8) 

After Low -  
 Medium 1 (1.3) 13 (16.3) 
 High 79 (98.8) 67 (83.8) 

 

 The score of family caregiver’s perceived self-efficacy of patient-professional 

interactions in promoting safety of hospitalized children was divided into 3 levels, 

consist of low (mean score 1.00-2.33), moderate (mean score 2.34-3.66), and high 

(mean score 3.67-5.00). Table 11 showed half of the family caregivers in the 

intervention group and the control group perceived self-efficacy at a high level, 42 

participants 52.5% and 47 participants 58.8% respectively at baseline. After the 

intervention program, the result in the intervention group showed 79 participants 

(98.8%) that most of them perceived self-efficacy at a high level. Also, 67 participants 

(83.8%) in the control group had a score of perceiving self-efficacy at a high level. 

Surprisingly, both the intervention group and the control group had no participant 

perceived self-efficacy at a low level. 
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4.4 Level of family caregivers engagement in promoting safety of hospitalized 
children 
Table  12 Level of family caregivers engagement in promoting safety of hospitalized 
children (n=160) 
 

Engagement level Level Intervention  
n (%) 

Control  
n (%) 

Before Low - - 
 Medium 46 (57.5) 52 (65.0) 
 High 34 (42.5) 28 (35.0) 

After Low -  
 Medium - 8 (10.0) 

 High 80 (100.0) 72 (90.0) 
  

 The level of family caregiver's engagement in promoting safety of hospitalized 

children was divided into 3 levels, including low (mean score 1.00-2.33), moderate 

(mean score 2.34-3.66), and high (mean score 3.67-5.00). Table 12 demonstrated that 

at baseline, half of the participants in the intervention and the control group indicate 

their engagement in promoting safety of hospitalized children at a moderate level 

(46 participants (57.5% and 52 participants (65.0%)) respectively. After implemented 

the multi-component program, the total of the family caregivers in the intervention 

group assessed engagement scores at a high level (80 participants (100.0%). And 

interestingly, the majority of participants in the control group assessed engagement 

scores at a high level (72 participants (90.0%). 
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4.5 Comparison effect of the multi-component program on family caregiver’s 
knowledge, self-efficacy, and engagement in promoting the safety of 
hospitalized children between and within group  
Table  13 Comparison of family caregiver’s knowledge in promoting safety of 
hospitalized children before and after intervention between group (n=160) 
 

Time Group  Mean± SD  t  df p - valuea 95% CI 

Before 
Intervention 16.40 ± 3.38 0.07 158 0.943 -0.99, 1.06 

Control 16.43 ±3.20     

After 
Intervention 23.77±1.60 -11.32 158 <0.001* -5.09, -3.58 

Control 19.43 ±3.02     

  aThe differences between groups reported by Independent sample t-test, *significance difference p<0.001 

 

Table  14 Comparison of family caregiver’s knowledge in promoting safety of 
hospitalized children before and after intervention within group  
 

    b The differences within group reported by Pair sample t-test, �̅� = before –after, *significance difference p<0.001 

 

 The scores of knowledge in promoting safety of hospitalized children of 160 

family caregivers were moderate level (Mean=16.418, SD=3.286). Table 13 showed 

the result at baseline of knowledge in both the intervention group and control group 

were moderate level (Mean=16.40, SD=3.38 and Mean=16.43, SD=3.20) respectively. 

Group Time Mean± SD �̅� t df p -valueb 95%CI 

Intervention Before 16.40 ±3.38 -7.37 -19.0 79 <0.001* -8.14, -6.60 

 After 23.77 ±1.60      

Control Before 16.43 ±3.20 -3.0 -7.57 79 <0.001* -3.78, -2.21 

 After 19.43 ±3.02      
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There were no differences of knowledge in promoting safety of hospitalized children 

between family caregivers in the intervention group (Mean=23.77) and the control 

group (Mean=19.43) (t158 = 0.07, p-value = 0.943). After a multi-component was 

conducted in the intervention group, the results showed that family caregivers in the 

intervention group (Mean=23.77) had a higher knowledge score than the control 

group (Mean=19.43). Thus, the knowledge score in the intervention group was 

statistically significantly higher than the control group (t158 = -11.32, p-value < 0.001). 

 Table 14 showed that in the intervention group, the post-test mean score of 

knowledge were statistically significantly higher than the pre-test mean score               

(t79 = -19, p-value<0.001). Surprisingly, the result in the control group showed the 

knowledge score tends to increase and the post-test mean score were statistically 

significantly higher than the pre-test mean scores (t79= -7.59, p-value<0.001). 

Table  15 Comparison of family caregiver’s perceived self-efficacy of patient-
professional interactions in promoting safety of hospitalized children before and 
after intervention between group (n=160) 
 

 

   aThe differences between groups reported by Independent sample t-test,  *significance difference p<0.001 

 

 

Time Group Mean± SD t df p - valuea 95% CI 

Before Intervention 3.64 ± 0.31 0.38 158 0.704 -0.07, 0.11 

Control 3.66 ± 0.27     

After Intervention 4.30 ± 0.30 -5.08 158 <0.001* -0.39,-0.17 

Control 4.02 ± 0.41     
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Table 16 Comparison family caregiver’s perceived self-efficacy of patient-professional 
interactions in promoting safety of hospitalized children before and after 
intervention within group 
 

Group Time Mean± SD �̅� t df p -valueb 95%CI 

Intervention Before 3.64 ± 0.31 0.66 -16.45 79 <0.001* -0.74,-0.58 

 After 4.30 ± 0.30      

Control Before 3.66 ± 0.27 -0.35 -7.20 79 <0.001* -0.45, -0.25 

 After 4.02 ± 0.41      

   b The differences within group reported by Pair sample t-test, �̅�=before-after, *significance difference p<0.001 

  

 At baseline, 160 family caregivers have assessed their perceived self-efficacy 

of patient-professional interactions in promoting the safety of hospitalized children. 

Table 15 showed family caregivers perceived self-efficacy were at a moderate level 

in both the intervention and the control group (Mean=3.64, SD=0.31, and Mean=3.66, 

SD=0.27) respectively. There were no differences in self-efficacy between family 

caregivers in the intervention group (Mean=3.64) and the control group (Mean= 3.66) 

(t158= 0.38, p-value=0.704). After the intervention program, the result indicated that 

the self-efficacy score of family caregivers in the intervention group (Mean =4.30) was 

higher than the control group (Mean 4.02). Thus, the self-efficacy score in the 

intervention group statistically significantly differed from the control group (t158 = -

5.08, p-value < 0.001).  
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 Table 16 the result of the intervention group showed there were significant 

differences of self-efficacy compared the post-test mean scores to pre-test mean 

scores (t79= -16.45, p-value <0.001). Moreover, there were also significant differences 

within the control group (t79= -7.20, p-value<0.001). 

Table  17 Comparison of family caregiver engagement in promoting safety of 
hospitalized children before and after intervention between group  (n=160)  
  

 

aThe differences between groups reported by Independent sample t-test, *significance difference p<0.001, U= Mann-Whitney U value 

 

 

 

Time Group Mean± SD t df p - valuea 95%CI 

Advocate to Ask      
Before Intervention 3.58 ± 0.50 0.46 158 0.64 -0.10, 0.16 
 Control 3.61 ± 0.33     
After Intervention 4.61 ± 0.26 -16.37 158 <0.001* -0.79, -0.62 
 Control 3.90 ± 0.28     
Report and Response     
Before Intervention 3.81 ± 0.27 0.29 158 0.76 -0.07,0.09 
 Control 3.82 ± 0.25     
After Intervention 4.48 ± 0.19 -18.84 158 <0.001* -0.67,-0.55 
 Control 3.87 ± 0.21     
Monitoring and Make sure     
Before Intervention 3.45 ± 0.48 0.28 158 0.77 -0.14, 0.18 
 Control 3.47 ± 0.56     
After Intervention 4.76 ± 0.25 -19.16 158 <0.001* -1.03, -0.84 
 Control 3.82 ± 0.35     
Overall      
Before Intervention 3.61 ± 0.34 0.50 158 0.62 -0.07,-0.12 
 Control 3.63 ± 0.26     
After Intervention 4.61 ± 0.20 -25.75 158 <0.001* -0.79,-0.68 
 Control 3.87 ± 0.15     
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Table  18 Comparison of family caregiver engagement in promoting safety of 
hospitalized children before and after intervention within group (n=160) 

 

Group Time Mean± SD  𝐷 ̅̅̅̅  t df p -valueb 95%CI 

Advocate to Ask       
Intervention before 3.58 ± 0.50 -1.03 -21.70 79 <0.001* -1.12,-0.93 
 After 4.61 ± 0.26      
Control before 3.61 ± 0.33 -0.28 -7.44 79 <0.001* -0.36,-0.21 
 After 3.90 ± 0.28      
Report and Response      
Intervention before 3.81 ± 0.27 -0.67 -19.72 79 <0.001* -0.74,-0.60 
 After 4.48 ± 0.19      
Control before 3.82 ± 0.25 -0.04 -1.64 79 0.104 -0.09, 0.09 
 After 3.87 ± 0.21      
Monitoring and Make sure      
Intervention before 3.45 ± 0.48 -1.31 -22.62 79 <0.001* -1.43,1.20 
 After 4.76 ± 0.25      
Control before 3.47 ± 0.56 -0.35 -6.29 79 <0.001* -0.46, -0.24 
 After 3.82 ± 0.35      
Overall       
Intervention before 3.61 ± 0.34 -1.00 -26.39 79 <0.001* -1.07,-0.92 
 After 4.61 ± 0.20      
Control before 3.63 ± 0.26 -0.23 -7.58 79 <0.001* -0.30,-0.17 
 After 3.87 ± 0.15      
  b The differences within group reported by Pair sample t-test, �̅� = before-after, *significance difference p<0.001 

 The family caregivers reported a mean score of engagement in promoting 

safety for hospitalized children in the intervention and control group were moderate 

level (Mean=3.62, SD=0.30). Table 17 showed there were no differences in the total 

score in the family caregiver’s engagement in promoting safety for hospitalized 

children between the intervention group (Mean=3.61) and the control group 
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(Mean=3.63) (t158= 0.50, p-value = 0.62) and in each of dimensions. In addition, found 

that the dimension of report and response had a mean score was a high level at the 

baseline (the intervention group Means = 3.81, SD= 0.27 and the control group 

Mean= 3.81, SD=0.25). The comparison between groups after the multi-component 

program was done, the results revealed that the score in each dimension and overall 

in the intervention group higher than in the control group. There were statistically 

significant differences between intervention and control groups in both total scores 

and in each dimension (p-value<0.001). The mean score of monitoring and make 

dimension was highest at the endpoint in the intervention group (Mean =0.77, 

SD=0.33). 

 Table 18 showed comparison results of within-group, the post-test mean 

score were statistically significantly higher than the pre-test mean score in overall 

(t79= -26.39, p-value<0.001) and in each dimension in the intervention group. 

However, in the control group was also significant differences (t79=7.58, p-value 

<0.001). Except the dimension of report and response in the control group had no 

difference between before and after (t79=-1.64, p-value =0.104). 
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Table  19 The Analysis of Covariance (ANCOVA) for adjusting confounding factor on 
effect of the multi-component program (n=160) 
 

Outcomes Post-test 
Intervention 

group 
Mean (SD ) 

Post-test 
Control group 

 
Mean (SD ) 

F p-value Partial Eta 
Square 

Knowledge 23.81 (1.61) 19.47 (3.02) 123.487 <0.001* 0.442 
Self-efficacy 4.30 (0.30) 4.02 (0.40) 23.50 <0.001* 0.131 
Engagement 4.62 (0.21) 3.88 (0.15) 646.86 <0.001* 0.806 
Advocate to 
ask 

4.61 (0.27) 3.91 (0.28) 256.96 <0.001* 0.622 

Report and 
response 

4.49 (0.19) 3.87 (0.21) 349.38 <0.001* 0.691 

Monitoring and 
make sure 

4.77 (0.25) 3.83 (0.35) 354.80 <0.001* 0.695 

    *p-value < 0.001 

 Table 19 showed the Analysis of Covariance was performed to see the 

guanine effect of multi-component program. Post-test mean of knowledge, self-

efficacy and engagement of the intervention and the control group were compared 

by adjusting for confounding factor. Length of stay was found a significant difference 

between the groups at baseline. Thus, it was accounted as confounding factor into 

this analysis. After ad justed covariate , the results showed that there were a 

statistically significant difference between adjusted means of knowledge between 

the groups (F=124.7, p-value < 0.001). There were statistically significant differences 

in self-efficacy post-test score between the groups when adjusted for the length of 

stay (F=644, p-value < 0.001). The engagement score (overall) in post-test remained 
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significant differences between the intervention group and control group in the 

analysis of covariance adjusting for the length of stay (F=23.88, p-value < 0.001). In 

addition, the difference in each dimension remained significant. Family caregivers in 

the intervention group still have more engagement than in the control group even 

controlled the length of stay. 

 The additional result of the opened-end question about recommendations 

for intervention tools or suggestions for new tools in the intervention group. There 

were twenty percent that the family caregivers expressed their opinion as follows: 1) 

The contents in leaflet poster and video made understanding to play a role for 

safety. 2) Some of them mentioned that this is the first time to get the knowledge to 

promote safety for their child. 3) The video presentation made it interesting and 

should longer. 4) Sharing and talking with the researcher about the experience in an 

unsafety event enhanced awareness of safety. 5) Materials were benefits especially 

for an older family caregiver, such as a grandmother. 6) Hospitals should provide 

safety leaflet not only for caregivers in pediatric wards but also in other patient 

wards. 7) Even though, some of the safety-related behaviors are difficult and family 

caregivers felt reluctant to practice. For example to remind doctors and nurses to 

wash their hands or to wear hygiene masks. They stated that it could reflect what 

they should observe and remind themselves. 
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CHAPTER V 
DISCUSSION  

 

5.1 Summary of findings 
 The multi-component program was employed and aimed to enhance the 

family caregiver’s knowledge, self-efficacy, and engagement in promoting safety of 

hospitalized children. The participants in the intervention group were given the multi-

component program and received usual care. 160 family caregivers completed 

questionnaires and a 100% response rate in the intervention and control group. The 

findings showed baseline characteristics of participants in both groups were similar 

except the hospitalized child’s length of stay, which the intervention group was 

significantly more likely to have a long length of stay. Knowledge, self-efficacy, and 

engagement in both the intervention and the control group were similar at baseline. 

 Knowledge in promoting safety was a moderate level in both the intervention 

group and the control group at baseline. The scores in the intervention group 

increased to a high level after implemented the multi-component program. There 

were significant differences of knowledge between the intervention group and the 

control group and within group. The family caregivers in both groups perceived self-

efficacy at baseline at a moderate level. The multi-component improved the score 

of self-efficacy of patient-professional interactions in promoting safety of hospitalized 

children in the intervention group to a high level. There were significant differences 

in self-efficacy between the groups and within group. The baseline overall score of 
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engagement in promoting safety was a moderate level in both the intervention group 

and the control group. Also, the dimension of an advocate to ask and monitoring-

make sure was a moderate level. The dimension of the report and response was a 

high level at baseline. After implemented the multi-component program, the 

engagement scores in overall and in each dimension increased to a high level. There 

were statistically significant differences between intervention and control groups in 

both total scores and in each dimension (p<0.001). In addition, the analysis of 

covariance (ANCOVA) was performed to adjust the possible confounding factor which 

showed at baseline characteristics. After adjusted the length of stay, the results 

showed that post-test score of knowledge, self-efficacy, and engagement were 

statistically significant differences between the intervention and the control group. 

This demonstrated that the improvement of score in the intervention group derived 

from the multi-component program. 

 This chapter discussed with the results based on the main research 

objectives. We investigate the effects of the multi-component program in the 

intervention group. The findings within the intervention group indicated that 

knowledge, perceive self-efficacy and engagement of family caregivers compared 

before to after have improvement. The control group was used to verify the effect of 

the intervention. The finding showed significant differences between the intervention 

group and the control group. The effect of multi-component was confirmed. 

Therefore, the results were mainly discussed based on different outcomes within the 
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intervention group. For the control group, there was found a significant difference 

within the group which was also discussed, respectively. 

 Although, family and parent involvement/engagement has been documented. 

A study in this form has not previously been conducted. It lack of related previous 

study that used multi-component in which consists of leaflet, poster, video and 

demonstrated role of staff and SMS alert. For discussion, we need to look up a few 

studies on patient safety fields for linking benefits and results in each material. The 

present findings were explained by either results of some previous studies or related 

statements. Therefore, the findings were discussed arrange with outcomes variables 

in the conceptual framework as follows: 

5.2 Discussion 
 5.2.1 The effect of multi-component program on family caregiver’s 
knowledge regarding promoting safety of hospitalized children  

There were significant differences between the knowledge of family caregivers 

in the intervention and the control group after the multi-component program was 

conducted. This finding indicated that knowledge of family caregivers in the 

intervention group was improved. This by the fact of this study at baseline, family 

caregivers misunderstood of some items. After family caregivers were educated 

through the multi-component program. The present finding showed that these items 

were improved.  For instance, it is only responsibility of doctor and nurse to take 

care and treat the child at hospital staying, family caregivers can notify to doctor and 

nurse on only clinical round to know about something wrong to a child, family 
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caregiver no need to remind doctor and nurse about they had washed their hands 

and wear a clean mask or not, no need to know doctor about the special training 

and experience that qualifies to treat a child’s illness and family caregiver can trust 

on nurse ‘s medication administration are safe without their double-check (Appendix 

II). The education approach affected knowledge of family caregivers, which similar to 

previous study found that significant differences in parents speak up knowledge 

regarding patient safety [50]. 

The intervention materials directly affected to family caregiver knowledge. 

There are some studies stated that knowledge should be utilized more effective 

when promoting safe care and provide resources such as a poster, a patient guide to 

educate and encourage patient and family involvement. Providing well-informed is 

needed for family caregivers to be a vigilant partner in harm prevention for their 

child [37, 83]  

The findings were supported by previous studies stated that well-designed 

printed and electronic information materials such as leaflets and poster can help to 

improve knowledge of patients and family caregivers [12, 84]. In addition, the 

researcher acts as a health educator for encouraging through Safety Talk training 

activities included educating via video, sharing, questioning - answering with friendly 

language for laypeople. These can enhance family caregivers accompanied and 

interested in safety issues. The activities made family caregivers get more insight into 

their role. This in line with one study found that a video was an important 
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educational tool for increasing patients and family knowledge of the role they can 

play during a hospital stay [85]. Safety talk is likely teaching, this aimed to clear 

about their doubt and make understanding beyond read a leaflet, a poster by 

themselves. 

 
5.2.2 The effect of multi-component program on family caregiver’s self-
efficacy of patient –professional staff interactions in promoting safety for 
hospitalized children  

Generally, it seemed to be difficult for the patient and family caregiver to 

express feelings and interact with professional staff in a hospital. The question about 

family caregiver perceived their self-efficacy to interact with doctor and nurses were 

assessed before and after the multi-component program was conducted. Most of the 

self-efficacy score at baseline was between a moderate to a high level. There was 

only one item at a low level; the ability of family caregivers to suggest something 

that would be better for a child to a nurse or doctor (mean = 2.26). After the 

program implemented, the score of each item increased to a high level, some items 

much increased. For instance, ability to know what questions to ask a doctor and 

nurse (mean = 3.71 vs 4.70), ability to explain current health concern(s) about a child 

to a doctor and nurse (mean =3.98 vs 4.57), ability to ask a doctor and nurse for 

more information if don’t understand (mean = 3.75 vs 4.45) and ability to freely 

speak up if see something does not seem right and may negatively affect to child’s 
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care (mean = 3.98 vs 4.68) (Appendix III). These present findings indicate that the self-

efficacy of family caregivers were improved. 

There were several reasons to explain, the family caregivers were given 

education through both written tools and personnel coaching. We can assume that it 

help to persuade and provoke family caregivers to get insight knowledge and 

confidence in which possible roles they can play. This is in line with Melo et al. 

found that parents expressed some specific concerns affected participation including 

teaching and supervision provided by staff [86]. In addition, this was supported by 

Cox et al. suggested that it needs to advise parents of specific behaviors they can 

perform to interact with staff [60]. In healthcare services under medical paternalistic 

pattern, knowledge is fundamental for patients and families to interact with  

healthcare professionals. Lack of knowledge and experience could make 

incompetence to act [49, 87]. With materials, leaflets and posters were simple tools 

to raise family caregivers’ knowledge. In addition, the role of the researcher as 

healthcare educator staff to coach and make them have more confident and  

believed in their ability. The researcher coached and demonstrated via video and 

talk training to motivate and elicit their right and possible role to interact with staff. 

This activity support and make them concern for hospitalized child safety. This 

consistent with the previous study recommended that professional interaction was 

important to temper family caregivers' concerns about medical errors [13, 21]. If they 

were provided information and opportunity to ask and talk with healthcare staff, 
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they would feel comfortable and confident in conversation [88]. However, Horn et al. 

assessed by the same measurement tools found that there was no significant 

difference in parent self-efficacy between intervention and usual care group [89]. 

It seems like empowerment should be a key feature of any intervention to 

raise the patient's sense of self-efficacy in performing safety-related behaviors [24]. 

This intervention of the study supported the ability to observe, protect and raise self-

efficacy of family caregivers to interact for their child. Although it is a paucity study, 

this is the first study that has echoed that a multi-component program can improve 

the self-efficacy of the family caregiver in order to interact with a healthcare 

professional for safety of the hospitalized child. We believed that the rise of self-

efficacy leads to a collaborative process to make safer care. 

5.2.3 The effect of multi-component program on family caregiver’s 
engagement in promoting safety of hospitalized children  

The finding showed a statistically significant difference of engagement in 

promoting safety between the intervention and control group. Engagement in 

promoting safety is safety-related behavior that family caregivers need to take an 

active role to be a vigilant partner with professional staff. This promoting safety for 

hospitalized children includes three dimensions advocated to ask, the report – 

response, and monitor- make sure. The results demonstrated that the multi-

component program enhanced the engagement of family caregiver in promoting 

safety for hospitalized children in each dimension and overall. We can explain that 
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the intervention program is as educational resources that positively affected on 

knowledge. Because leaflets and posters are tools that family caregivers can read all 

the time. These help them have more knowledge and understand their possible 

roles to engage in promoting safety [83]. There were mentioned that knowledge 

influences on the engagement [19]. In addition, the researcher acted as a provider to 

provide information and coach family caregivers by video to know and understand 

their possible role during taking care of hospitalized children. Similarly, some studies 

stated that video was an educational resource that easy to learn and understand. It 

could attract and increase their opportunity to gain more knowledge and the ability 

to actively involve in related safety issues for their child. In addition, there was a 

study found that leaflet and video increased attitude towards patient involvement in 

safety [90-93].  This was supported by strategies stated that need to encourage and 

facilitate interaction, and engagement between health care professionals and 

patients-families to promote safer care together. Also agreed with the study stated 

that healthcare providers’ facilitation of family caregiver engagement influenced on 

their role [17]. These support family-centered approach that respects the central role 

of families and empowers them to be involved in the child care process [62, 94, 95]. 

However, this study was in contrast with the result of a previous study that a 

family-centered round checklist had no effect on family engagement and parent 

perception of safety [56]. There are some reasons that could explain this difference; 

our intervention mixed instruments both written tools and personnel roles to 
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improve the engagement of family caregivers that not emphasized only the clinical 

round. Importantly, the measurement tool has differed in terms of items and 

contents. Despite similar parental involvement, one study used family center round 

concept found that a significant association with higher levels of involvement, but it 

did not specify on patient safety-related behaviors [96]. In contrast with Latta et al. 

found that parents like being invited to participate, and ask their opinion or question 

by physicians or nurses [94]. Whereas, our study emphasized family caregiver’s 

knowledge to play an active role. Another study used simulation-based education 

and brochure found that these tools improved parental management of fever [97]. 

Whereas our study similar use simulation via safety talk, video, and leaflet to 

enhance parent’s engagement in promoting safety for hospitalized children.  

The findings showed significant differences in each dimension of engagement, 

this can be explained by the fact that our combination intervention illustrated a 

possible role for family caregivers. Expert’ views stated that both patient and family 

caregivers can promote safe care in any way. They can help to correct medication 

use safely, participate in infection control, observe and check the care process, 

monitor treatment, and provide information and share opinion during the care 

process [83]. Thus, their behaviors after received the multicomponent program were 

presumed that they have learned and understood, and believed that they can do 

following safety-related behaviors. This consistent with Biasibetti et al. concluded 

that if the family caregiver understands the importance of safe care, they will do a 
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good practice and become a partner in making the safety of the hospitalized children 

[98]. 

The dimension of advocated to ask was safety-related behaviors in direct care 

level of engagement [19]. Some of the family caregivers seemed did not know they 

can act to engage in promoting safety for the child. Comparing the engagement score 

at baseline to after the multi-component program was conducted, we can see they 

assessed a quite low score at a moderate level and then score increased at the 

endpoint to a high level, respectively. For instance, engage for asking doctor and 

nurse about the removal of medical equipment (mean = 2.90 vs 4.56), asking about a 

test will be done and what they should prepare (mean =2.75 vs 4.21), asking about 

some kind of food that child can eat or drink before the test (mean=2.80 vs 4.40), 

and asking about procedures during the test which makes a safety for a child (mean 

=2.97 vs 4.35 and, asking about side effects are likely to occur and how to deal with 

it (mean=3.07 vs 4.53) (Appendix IV). The present finding is opposite with [49] found 

that family caregivers unable to ask about reason of test or treatment. Ericsson et al. 

found that it was easier for patient and family to ask questions if they are 

encouraged to do so by healthcare staff [99]. Cox et al. found that family caregivers 

not feel comfortable speak up or ask during clinical rounds even nurses presented 

issues that they can raise to staff [56]. We could explain that knowledge is needed 

and a key influence factor for engagement [19]. If family caregivers lack of 

knowledge, they did not know which question they can ask and which role possible 
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to act. It made them hesitated to involve in the child care process [62, 88, 95]. For 

these findings indicated that the material sources of the program have effects on 

family caregivers’ understanding and active roles. Family caregivers have emotional 

concern during the child care process is another possible reason to explain this 

above finding. 

The dimension of report and response, this dimension emphasized an active 

role to report and respond about medical history information of the child, the 

question and occurrence event to healthcare staff. Most of items of engagement 

scores were at a high level at baseline except some items that challenge for safety-

related behavior. These could be presumed that some behaviors derived from 

healthcare staff interaction. Such as doctor and nurse asked family caregivers about a 

child's medical history, drug allergy, general information. It is their right and role to 

respond to a question to a doctor or nurse [13]. This consistent with  related study 

found that physicians mentioned that patient and family concern about their safety 

and be active participants [95]. They can notice changes and validate information 

such as medication administration. For the item of the responsibility to prevent 

infection by wearing a clean mask when closing up a child. For this point, the score 

at baseline was at a low level (mean=1.56). It showed that family caregivers have no 

concern. After implemented the multi-component program, they responded and the 

score increased at a high level but quite a low score (mean=3.85). Although they 

knew about the benefit of wearing, some family caregivers gave the reasons to 
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explain that it quite interrupted them to inhale. They believed that their child was 

not contagious disease. So that is the cultural traditional background of them that 

we need to account to solve in the future study. The most challenges safety-related 

behavior was to remind the doctor or nurses to wash their hands. It was item that 

the engagement scores no change of the level (mean =1.35 and 1.75) (Appendix IV). 

It contradicted with Cox et al. found the survey reported that most parents report 

being comfortable asking a doctor or nurses to wash their hands [60]. To the present 

knowledge, it could explain that as known as under medical paternalism in Thailand. 

Due to the culture, people trust and believed in medical knowledge and respect for 

healthcare staff personality [24]. They are reluctant to play this role because they 

fear and worry about negative interactions in which the doctor or nurse will treat 

their child later. They thought that they could interrupt during the care process [88, 

95]. Moreover, A systematic reviewed article stated that hand washing was an 

individual's belief that staff hand hygiene did not pose an infection risk for them, so 

patient and family unwilling to respond to this behavior [52]. In fact, someone 

mentioned that they strongly believed that healthcare staff always follow the 

medical standard and guidelines. Both issues are difficult and challenge for 

promoting family caregivers to do so. Thus, it indicated that the multi-component 

program can improve their knowledge but still to improve their challenges roles. 

There should be addressed to seek leverage tactics for improving challenge 

behaviors in further study. 
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The dimension of monitoring and make sure, this dimension focus on family 

caregiver play a role to check and make sure in some procedure that related to child 

safety. The multi-component program can enhance family caregivers to engage in 

this dimension. There were changed in the engagement scores from a moderate 

level to a high level. For instance, checking a child’s hospital identification bracelet 

(mean= 3.15 vs 4.91), ensuring doctor and nurse checked the band and ask a child’s 

name before giving any medicine, test or treatment (mean=2.53 vs 4.87), ensuring the 

corrective label on the container of child’s sample (mean=2.28 vs 4.80), and 

monitoring the result of the test (mean =3.15 vs 4.41) (Appendix IV). These findings 

can be explained that family caregivers have more knowledge and confidence. The 

intervention supported and demonstrated that this active role possible and easy to 

do for child safety. It helps to clear about some behaviors which could do more. The 

safety-related behaviors of this dimension were not processes which can learn by 

interaction with healthcare staff. It depends on their knowledge about what behavior 

they can act. Although, World Health Organization suggested that it was the 

responsibility of healthcare professionals to ensure corrective identification of patient 

[100]. Also patient and family have to know how they can ensure own safety. It was 

contradict with the previous study which interested in an education program to 

healthcare staff, not for patients and families [101]. Therefore, we can assume that 

this multi-component program positively affected on monitoring and make sure for 

family caregivers to promote safety of the hospitalized child. 
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Up to date, this is a trend to consider in designing new engagement 

interventions is the spread of patient-owned mobile devices. There was mentioned 

that mobile phone and tablet computer is new approaches and tools for providing 

information and increasing patients’ engagement in their care [15]. The present study 

uses a mobile phone to be a channel for receiving an SMS alert. The safety video 

was presented on a tablet in order family caregivers to get insight more knowledge 

of promoting safety for the child. The SMS alert can be regarded as a reminder and 

stimulus for family caregivers. It is an important tactic that can support family 

caregivers to adhere during the intervention program. This also helps program 

embedded in recognition of family caregivers while staying with a child in the 

hospital. SMS alerted the family caregiver had empathized on an active role in 

safety-related behavior while they were staying with a child. Despite this component 

rare in a study about patient safety. This finding is the first to assume that family 

caregivers were alerted to act in safety concerns by SMS and made positive 

outcomes. 

The finding showed family caregivers’ knowledge, self-efficacy and 

engagement have a significant difference within the control group. There are several 

factors that could explain this result. It is possible that family caregivers get 

experience after admission and during a child’s hospital staying. They faced with the 

real situation. This is based on the fact that some processes occurred after the 

admission process. For instance, medication administration, asking about their 
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concern and confusion, asking about the result of laboratory tests, throughout 

procedures before discharge. Notably, there were stated that historical knowledge 

[49, 95] and family caregivers’ prior experience with health services influence on their 

behavior during hospitalization [21, 67, 102]. If they have a good experience, it would 

have lower medical errors and more prevention in harm [103]. These might trigger 

participants in the control group to know and understand which event they must 

concern and involve. In addition, family caregivers mostly stayed with their child 

during the hospital staying. They could learn by interaction with healthcare providers, 

with the procedures after admission [83, 86, 88, 95, 102], and their emotional 

concern during the child care process might affect their eager behaviors [88, 95]. 

Moreover, some family caregivers in the control group gave the reason that items of 

questionnaires triggered them to act as safety-related behaviors. The length of stay 

of hospitalized in the control group was average at 3.50 days. It might be a reason to 

support family caregiver learning. There was considered that length of stay could be 

both barriers and facilitators associated with interactions of parents and provider staff 

[29, 66].  

Even though there is a similar characteristic in terms of accredited by Hospital 

Accreditation. But internal organization factors and personalities of healthcare staff 

varied and cannot control.  The possible reason such as two study areas has 

different workloads which might relate to the duration of time services. Healthcare 

staff may be adhered to or comply with patient safety goal standards not exactly the 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 98 

same. Therefore, the role of healthcare professionals might affect on family 

caregivers’ self-efficacy and engagement. This finding of the self-efficacy score in the 

control group slightly increased. It could be explained that family caregivers have a 

positive health care experience with the provider. It can enhance family caregivers to 

be confident in their roles [104]. However, the cultural issues, such as norm and 

belief that family caregiver in both groups relied on healthcare professional staff 

could be influence on their safety related behaviors in which they can act and 

involve during care process and hospital staying. 
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CHAPTER VI 
CONCLUSION  

6.1 Conclusion  
 This study was the first in Thailand that challenge to change in terms of 

cultural, norm and belief of lay family caregiver to medical paternalism. The results 

of this study showed successful outcomes. It can be concluded that the multi-

component program is beneficial to enhance knowledge’s family caregivers and 

encourage them in order to engage in promoting safety for hospitalized children. The 

leaflet and poster made family caregivers had more knowledge about the possible 

roles that can be and it's free to read. Safety talk training seems a new one on 

pediatrics wards. The activities can persuade family caregivers to pay attention to 

safety for their children. Moreover, they can engage in promoting safety with 

healthcare professionals. All of the dimensions of safety-related behaviors; advocate 

to ask, report-response and monitoring-make sure had improvement. Importantly, it 

can be assumed from this study that demonstration by a healthcare professional’s 

role is a key part to raise family caregivers to be a partner in promoting safety. 

Knowledge, self-efficacy, and engagement have a relation to each other. Therefore, 

this indicated that the healthcare services system in the present time and the future 

need to provide supporting material and strategies in order to improve the 

involvement of family caregivers in promoting safety for hospitalized children during 

the care process. Giving knowledge, skills, and making an opportunity for the family 
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caregiver to understand important roles and ability to play are key factors for their 

engagement. It is recommended that the family caregiver’s role to engage in the 

child care process should be reinforced by both education material guiding and 

healthcare provider staffs.  

 

6.2 Strengths of the study 
 1. In the current study, one aspect of the intervention was safety talk training, 

which was the new technique on pediatric wards may differences from previous 

studies. 

 2. Five materials were mixed to improve family caregiver roles, which showed 

positive outcomes. These never used in the previous studies. 

 3. This study adds new knowledge of patient safety, which can account to be 

a part of safety in hospitalized children. The measurement tools were developed by 

the researcher and used for this study for the first time. This is a part of creating tools 

for the measurement of involvement in patient safety. 

 

6.3 Limitation of the study 
 The limitation of the study as follows; 

 1. Participants were recruited by purposive sampling and emphasized criteria 

on the age of both family caregiver (35-60 years old) and hospitalized child (3-7 years 

old), also with respiratory group diseases. Thus, the results cannot be generalized 

beyond the group.  
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 2. The research assistant collect data on pre-test and post-test by face to 

face interviews with a questionnaire. It could make family caregivers respond a self- 

representation bias answers that cannot verify their behaviors in promoting safety for 

the child. The Participants maybe not act as their answers and it was just their desire 

by received knowledge.  

 3. The intervention was only conducted on hospital staying of hospitalized 

children. Consequently, it results in the short term effect which we cannot conclude 

our intervention has sustainability.  

 4. There are significant differences within the control group which several 

factors could explain. Thus, we cannot place that alone our intervention was strongly 

effective on family caregivers’ knowledge, self-efficacy and engagement in promoting 

safety. 

 5. This study used the multi-component programs, they were mixed and we 

did not evaluate which materials of intervention that participant preferred. Therefore, 

we could not assume that which one is better. There are all areas of future study. 

6.4 Recommendations  
 This study has important implications as follows;  

Recommendations for further research 

 1. The method of evaluation to verify family caregivers’ engagement behavior 

by professional staff's view or using the observation technique should be considered.   
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 2. The randomized control trial design in a single hospital might be better in 

order to make homogeneity family caregivers under the context of organization and 

provider's services, these should be mainly considered.  

 3. The intervention should be to leverage more sophisticated tools or tactics 

to push patient engagement of family caregivers as possible as acts in factual 

situations in challenge behavior. In an imagine such as Voice to alert which family 

caregiver can press to alert or remind healthcare staff to wash their hand on clinical 

round and treatment. 

 4. Expanding study in family caregivers of other patients, special patients to 

know differences of the result. 

Recommendations for policy and practice 

 1. Education material such as safety posters, a leaflet about a family caregiver 

or a parent’s roles for promoting safety for hospitalized children should be provided 

in the pediatric wards. It is not complicated and inexpensive publication tools that a 

hospital can support and laypeople can access. Safety videos should be provided 

and launch via television of the hospital. 

 2. It is quite difficult for healthcare staff to educate about family caregivers’ 

role in promoting safety. However, Healthcare staff is still the important persons for 

engagement of patient and family. Thus, the study or course training to be activator 

or motivator for family caregiver in promoting safety of pediatric care should be 

provided for new generation of healthcare staff. 
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6.5 Benefit and Application 
1. The finding of study is first empirical information about family caregiver's 

engagement in promoting safety of hospitalized children and identify where family 

caregiver engagement may be possible. 

2. This information could be particularly useful to provide optimizing standard 

of procedure for both healthcare provider and family caregiver to be greater 

partnership for children during hospitalization 

3. This study is evidence base for further research of caregiver involvement in 

promoting safety in other areas of patients. 

 4. The finding could be part of stimulate social knowledge and awareness on 

caregiver’s roles and responsibilities to be the safety vigilance in healthcare services 

system. 
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APPENDIX 
Appendix A The Ethical Approval Documents 
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Appendix B Questionnaire (English version) 
Please answer the question that matches your personal information as much as possible 
Part I: Family caregiver characteristics  
1. Age…………………….years 
2. Education Level   

 1. Primary School     2. Elementary School 
 3. Secondary School  4. High school  5.Bachelor 

3. Marital Status  
 1. single  2. married  3. separated  4. divorced  5. widowed 

4. Relationship to the child 
  1.mother  2. grandmother  3. aunt 
5.Experience in hospitalization 
         1. No      2.Yes 
6.Experience about unsafety event 
  1. No      2.Yes 
   ( ) Fall 
   ( ) Infection 
   ( ) Miss-identification 

( ) Medication error 
( ) Wrong site of surgery 
( ) Environment (e.g. fire, controversy, electricity, cleanness) 

 
Part II: Hospitalized children characteristics 
7. Age …………………… 
8. Condition of child’s illness    1. Low  2. Middle   3. High  
9. Length of stay…………………….. 
10.Number of previous hospitalization……………………….. 
Part III: Family caregiver’s knowledge of engagement in promoting safety of hospitalized children 

Please mark  in the blank that match your understanding as much as possible. 

Items true false 

1. Caregivers can ask doctor and nurse if they have questions or concerns 
about disease and condition 

  

2. It is responsibility of doctor and nurse only to take care and treat the 
child at hospital staying 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 108 

Items true false 

3. Caregivers can notify to doctor and nurse  only on clinical round to 
know about something wrong to child 

  

4. Caregivers can tell a doctor or nurse if you think they has confused your 
child with another child 

  

5. Caregiver have a right to know the name of doctor and nurse and all 
staff who give treatment 

  

6. Caregiver no need protest doctor and nurse about they had wash their 
hands and wear clean mask or not 

  

7. Caregiver can make sure doctor or nurse checks child’s wristband and 
asks name before he or she gives medicine or treatment 

  

8. No need to know doctor about the special training and experience that 
qualifies him or her to treat your child’s illness 

  

9. Caregiver no need to remember information about child’s symptom 
and condition before come to hospital. 

  

10. Caregiver no need to read all medical forms and make sure 
understand them before sign anything. 

  

11. Caregiver can allow relative or families to get involve in decision 
making and communicate with doctor and nurse when you are stressed 

  

12. Caregivers and families no need to involve at all of care process   

13. Caregiver can trust on nurse ‘s medication administration are safe and 
without their double check 

  

14. Caregiver have to ask in anytime about medicine which your child get 
and why 

  

15. Caregiver can ask about the side effects of all medicines and also 
effect of medicine 

  

16. Caregiver no need to tell doctors and nurses about allergies, or 
negative reactions that your child have had to other medicines in the past 

  

17. Caregivers do not have to consider the quality of health care, before 
receiving services from the public or private hospital 

  

18. Caregiver need to know and find out whether hospital or other health 
care organization is “accredited” that patient safety and quality standards 
are followed 

  

19. Caregiver and family member no need to know about child’s care plan   
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Items true false 

and their responsibility of care 

20. Caregiver can ask doctor and nurse about objectives of investigation or 
take more medicine 

  

21. In case the child has to refer to other hospital, Caregivers do not need 
to request a copies medical records go along together 

  

22. Caregiver can ask for a second opinion. If you are unsure about the 
best treatment for your child’s illness, talk with one or two additional 
doctors. 

  

23. Caregiver have to wait for the doctor and nurse notify about the result 
and meaning of laboratory test without hurry ask first 

  

24. Caregiver can tell nurse all the time about worrying of child’s 
symptom at while bedside staying 

  

25. Caregivers do not need to ask doctor if your child will need therapy or 
medicines after leave the hospital and when they can resume activities 
like school, play. 

  

 

Part IV :Family caregiver’s perceived self-efficacy of patient-professional interactions in promoting 

safety of hospitalized children 

Written instructions: “These questions ask about how confident you feel when you talk with a 
health care staff about your child’s health.” 
Note:  
 5   = Very confident: feel the confidence to be able to follow the question          
 4   = Somewhat confident: feel somewhat the confident to be able to follow the  
         question 
 3    = Not sure: feel not sure to be able to follow the question 
 2    = Somewhat unconfident: feel somewhat no confident to be able to follow the  
         question 
 1   = Not at all confident: feeling no confident to be able to follow the question 

 
Perceived Efficacy in 
Patient-Professional 

Interactions 

5 
Very 

confident 

4 
Somewhat 
confident 

3 
Not 
sure 

2 
Somewhat 

unconfident 

1 
Not at all 
confident 

1. How confident are       
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Perceived Efficacy in 
Patient-Professional 

Interactions 

5 
Very 

confident 

4 
Somewhat 
confident 

3 
Not 
sure 

2 
Somewhat 

unconfident 

1 
Not at all 
confident 

you in your ability to 
get a doctor and nurse 
to pay attention to 
what you have to say? 

 

2. How confident are 
you in your ability to 
know what questions to 
ask a doctor and nurse? 

     

3. How confident are 
you in your ability to 
ask a doctor and 
nurse’s question about 
your child? 

     

4. How confident are 
you in your ability to 
understand what a 
doctor tells you? 

     

5. How confident are 
you in your ability to 
explain current health 
concern(s) about your 
child to a doctor and 
nurse? 

     

6. How confident are 
you in your ability to 
ask a doctor and nurse 
for more information if 
you don’t understand 
what he or she said? 

     

7. How confident are 
you in your ability to be 
able to participate with 
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Perceived Efficacy in 
Patient-Professional 

Interactions 

5 
Very 

confident 

4 
Somewhat 
confident 

3 
Not 
sure 

2 
Somewhat 

unconfident 

1 
Not at all 
confident 

doctor and nurse in 
care process of your 
child 
8. How confident are 
you in your ability to 
freely speak up if you 
see something does not 
seem right and may 
negatively affect to your 
child’s care 

     

9.How confident are 
you in your ability to 
question the decisions 
or actions of healthcare 
providers 

     

10. How confident are 
you in your ability to 
suggest to a nurse or 
doctor a different way 
time of doing something 
that you think would be 
better for your child 

     

 

Part V :Family caregiver’s engagement in promoting safety of hospitalized children 
Please mark  in the blank that match your opinion as much as possible. 
Note:  
 5  = Definitely yes: definitely done followed the question  
 4   = Probably yes : probably done followed the question  
 3   = Not sure: not sure have done followed the question 
 2   = Probably no: probably not done followed the question 

1 =  Definitely no: definitely not done any followed the question 
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Items Definitely 
yes =5 

Probably 
yes =4 

Not sure 
=3 

Probably 
not =2 

Definitely 
not =1 

Advocate to Ask      

1. Do you ask the doctor and 
nurse about your child's 
condition and treatments 

     

2. Do you ask the doctor and 
nurse how a treatment will 
help your child 

     

3. Do you ask doctor and 
nurse: When the medical 
equipment will be removed? 

     

4. Do you ask a family 
member or friend to be there 
with you 

     

5. Do you ask doctor or nurse 
to explain the treatment plan 
you will use at home 

     

6. Do you ask what are the 
names of the medicine 

     

7. Do you ask, what side 
effects are likely and what do 
you do if they occur 

     

8. Do you ask, how do you 
give medicine for child 

     

9. Do you ask, how often is 
the child supposed to take 
medicines, and for how long 

     

10. Do you ask, what food, 
drink, or activities should your 
child avoid while taking this 
medicine 

     

11. Do you ask, the medicine 
safe for your child to take with 
other medicines or dietary 
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Items Definitely 
yes =5 

Probably 
yes =4 

Not sure 
=3 

Probably 
not =2 

Definitely 
not =1 

supplements 

12. Do you ask why each test 
or procedure is being done 

     

13. Do you ask what has been 
done to make sure your child 
is safe during the test 

     

14. Do you ask when the test 
results will be available 

     

15. Do you ask doctor /nurse 
about what the result mean 
for your care 

     

16. Do you ask which test will 
be done and what your child 
should be prepared for during 
the test  

     

17. Do you ask if your child 
can eat or drink before the 
test 

     

18. Do you ask a doctor/nurse: 
How long your child be in 
hospital?     

     

19. Do you ask a doctor/nurse: 
When can your child return to 
normal activities 

     

20. Do you asked the nurse or 
doctor to explain something 
that you did not understand 

     

Report and Response      

21. Do you tell child’s health 
information with child’s doctor 
and nurse and other staff 

     

22. Do you tell your child’s 
medication history and weight 
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Items Definitely 
yes =5 

Probably 
yes =4 

Not sure 
=3 

Probably 
not =2 

Definitely 
not =1 

23. Do you tell the doctor or 
nurse about your child’s 
allergies and reactions to any 
medicines in the past 

     

24. Do you tell the doctor or 
nurse if you do not 
understand any information or 
if you have questions. 

     

25. Do you tell your worry to 
doctor or nurse? 

     

26. Do you tell nurse if the IV 
area is painful, red or puffy 

     

27. Do you response and 
answer to question from 
doctor or nurse on clinical 
rounds 

     

28. Do you response to 
prevent infection by wash or 
clean your hands every time 
before and after touch your 
child 

     

29. Do you response to 
prevent infection by wear 
clean mask when you are 
close up your child 

     

*30. Do you remind doctor or 
nurse to wash or clean their 
hands 

     

Monitoring and Make sure      

31. Do you make sure you 
understand the instruction 
when your child are admitted? 

     

32. Do you taking part in any      
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Items Definitely 
yes =5 

Probably 
yes =4 

Not sure 
=3 

Probably 
not =2 

Definitely 
not =1 

situation and decision about 
your child's care 

33. Do you always check your 
child’s hospital identification 
bracelet 

     

34. Do you make sure doctor 
and nurse check the band and 
ask your child’s name before 
giving any medicine, test or 
treatment 

     

35. Do you observe to see the 
label on the container that 
your child’s sample is put into 

     

36.If you don't hear from the 
doctor or the lab, do you call 
to ask about the test results 

     

37.While staying with your 
child, do you speak up if you 
have questions or concerns 

     

38. Do you make sure that you 
know who is your child's 
pediatrician 

     

39. Do you always monitor 
child’s symptoms in order to 
report on clinical rounds 

     

 

Part VI: Recommendation about intervention tools or suggestion for new tools from family 

caregiver’s opinion 

…………………………………………………………………………………………………………………………………………………………….. 

……………………………………………………………………………………………………………………………………………………………. 
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Appendix C Questionnaire (Thai version) 
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Appendix D Descriptive results: Family caregiver’s knowledge of engagement in 
promoting safety of hospitalized children between intervention and control 
group 

 
Items of knowledge 

Intervention group Control group 

Pre  
(%) 

Post 
 (%) 

Pre  
(%) 

Post  
(%) 

1. Caregivers can ask doctor and nurse if they 
have questions or concerns about disease 
and condition 

100 100 98.75 100 

2. It is responsibility of doctor and nurse only 
to take care and treat the child at hospital 
staying 

61.25 95 57.5 61.25 

3. Caregivers can notify to doctor and nurse  
only on clinical round to know about 
something wrong to child 

55 96.25 55 75 

4. Caregivers can tell a doctor or nurse if you 
think they has confused your child with 
another child 

85 100 92.5 95 

5. Caregiver have a right to know the name of 
doctor and nurse and all staff who give 
treatment 

91.25 100 83.75 96.25 

6. Caregiver no need protest doctor and 
nurse about they had wash their hands and 
wear clean mask or not 

23.75 76.25 32.5 42.5 

7. Caregiver can make sure doctor or nurse 
checks child’s wristband and asks name 
before he or she gives medicine or treatment 

68.75 100 65 85 

8. No need to know doctor about the special 
training and experience that qualifies him or 
her to treat your child’s illness 

35 85 37.5 53.75 

9. Caregiver no need to remember 
information about child’s symptom and 
condition before come to hospital. 

82.5 95 76.25 86.25 

10. Caregiver no need to read all medical 66.25 93.75 68.75 73.75 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 128 

forms and make sure understand them 
before sign anything. 

11. Caregiver can allow relative or families to 
get involve in decision making and 
communicate with doctor and nurse when 
you are stressed 

88.75 100 68.75 96.25 

12. Caregivers and families no need to 
involve at all of care process 

65 95 66.25 65 

13. Caregiver can trust on nurse ‘s medication 
administration are safe and without their 
double check 

18.75 92.5 16.25 32.5 

14. Caregiver have to ask in anytime about 
medicine which your child get and why 

53.75 98.75 52.5 87.5 

15. Caregiver can ask about the side effects of 
all medicines and also effect of medicine 

65 100 57.5 96.25 

16. Caregiver no need to tell doctors and 
nurses about allergies, or negative reactions 
that your child have had to other medicines 
in the past 

81.25 96.25 87.5 91.25 

17. Caregivers do not have to consider the 
quality of health care, before receiving 
services from the public or private hospital 

48.75 96.25 51.25 61.25 

18. Caregiver need to know and find out 
whether hospital or other health care 
organization is “accredited” that patient 
safety and quality standards are followed 

86.25 97.5 82.5 98.75 

19. Caregiver and family member no need to 
know about child’s care plan and their 
responsibility of care 

76.25 98.75 77.5 83.75 

20. Caregiver can ask doctor and nurse about 
objectives of investigation or take more 
medicine 

68.75 98.75 73.75 95 

21. In case the child has to refer to other 
hospital, Caregivers do not need to request a 
copies medical records go along together 

75 100 76.25 75 
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22. Caregiver can ask for a second opinion. If 
you are unsure about the best treatment for 
your child’s illness, talk with one or two 
additional doctors. 

55 95 71.25 86.25 

23. Caregiver have to wait for the doctor and 
nurse notify about the result and meaning of 
laboratory test without hurry ask first 

18.75 70 26.25 26.25 

24. Caregiver can tell nurse all the time about 
worrying of child’s symptom at while bedside 
staying 

97.5 100 100 100 

25. Caregivers do not need to ask doctor if 
your child will need therapy or medicines 
after leave the hospital and when they can 
resume activities like school, play. 

72.5 97.5 68.75 80 

    Note: Percentage (%) = percentage of correct answer 
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Appendix E Descriptive results: Family caregiver’s perceived self-efficacy of 
patient-professional interactions in promoting safety of hospitalized children 
between intervention and control group 

Items of self-efficacy Intervention group Control group 

Pre Post Pre Post 

1. How confident are you in your ability to 
get a doctor and nurse to pay attention to 
what you have to say? 

3.4750 4.1000 3.6875 3.9375 

2. How confident are you in your ability to 
know what questions to ask a doctor and 
nurse? 

3.7125 4.7000 3.7875 3.9500 

3. How confident are you in your ability to 
ask a doctor and nurse’s question about your 
child? 

4.2375 4.7875 4.0625 4.3500 

4. How confident are you in your ability to 
understand what a doctor tells you? 

4.0500 4.4375 4.125 4.2250 

5. How confident are you in your ability to 
explain current health concern(s) about your 
child to a doctor and nurse? 

3.9875 4.5750 3.9625 4.3125 

6. How confident are you in your ability to 
ask a doctor and nurse for more information 
if you don’t understand what he or she said? 

3.7500 4.4500 3.9125 4.1000 

7. How confident are you in your ability to be 
able to participate with doctor and nurse in 
care process of your child 

3.7375 4.1750 3.7875 4.0250 

8. How confident are you in your ability to 
freely speak up if you see something does 
not seem right and may negatively affect to 
your child’s care 

3.9875 4.6875 3.9625 4.2500 

9.How confident are you in your ability to 
question the decisions or actions of 
healthcare providers 

3.2125 3.8500 3.225 3.9750 

10. How confident are you in your ability to 
suggest to a nurse or doctor a different way 

2.2625 3.2500 2.075 3.0250 
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time of doing something that you think 
would be better for your child 

 

Appendix F Descriptive results: Family caregiver’s engagement in promoting 
safety of hospitalized children between intervention and control group 
 

Items of self-efficacy Intervention group Control group 

Pre Post Pre Post 
Advocate to Ask     

1. Do you ask the doctor and nurse about 
your child's condition and treatments 

4.53 
(0.50) 

4.83 
(0.37) 

 4.36 
(0.53) 

4.66 
(0.52) 

2. Do you ask the doctor and nurse how a 
treatment will help your child 

3.81 
(0.76) 

4.50 
(0.57) 

3.90 
(0.77) 

4.12 
(0.70) 

3. Do you ask doctor and nurse: When the 
medical equipment will be removed? 

2.90 
(1.14) 

4.56 
(0.49) 

2.77 
(0.12) 

3.42 
(0.85) 

4. Do you ask a family member or friend to 
be there with you 

3.27 
(1.37) 

4.50 
(0.74) 

2.78 
(0.25) 

3.53 
(1.12) 

5. Do you ask doctor or nurse to explain the 
treatment plan you will use at home 

3.77 
(1.04) 

4.60 
(0.58) 

4.13 
(0.00) 

4.30 
(1.03) 

6. Do you ask what are the names of the 
medicine 

3.31 
(1.10) 

4.83 
(0.37) 

3.16 
(0.03) 

3.92 
(0.75) 

7. Do you ask, what side effects are likely and 
what do you do if they occur 

3.07 
(1.09) 

4.53 
(0.54) 

3.13 
(0.07) 

3.45 
(0.69) 

8. Do you ask, how do you give medicine for 
child 

3.98 
(0.77) 

4.72 
(0.44) 

4.07 
(0.61) 

4.16 
(0.62) 

9. Do you ask, how often is the child 
supposed to take medicines, and for how 
long 

3.90 
(0.86) 

4.75 
(0.66) 

3.98 
(0.62) 

4.07 
(0.61) 

10. Do you ask, what food, drink, or activities 
should your child avoid while taking this 
medicine 

4.22 
(0.92) 

4.73 
(0.44) 

4.21 
(0.72) 

4.38 
(0.78) 

11. Do you ask, the medicine safe for your 
child to take with other medicines or dietary 
supplements 

3.72 
(0.91) 

4.56 
(0.52) 

3.98 
(0.81) 

4.20 
(0.91) 
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12. Do you ask why each test or procedure is 
being done 

4.07 
(0.75) 

4.67 
(0.47) 

4.05 
(0.77) 

4.16 
(0.81) 

13. Do you ask what has been done to make 
sure your child is safe during the test 

2.97 
(1.09) 

4.35 
(0.59) 

2.66 
(0.11) 

3.21 
(0.77) 

14. Do you ask when the test results will be 
available 

3.82 
(0.85) 

4.58 
(0.52) 

3.93 
(0.71) 

4.06 
(0.75) 

15. Do you ask doctor /nurse about what the 
result mean for your care 

3.72 
(0.87) 

4.61 
(0.53) 

3.85 
(0.81) 

3.88 
(0.71) 

16. Do you ask which test will be done and 
what your child should be prepared for 
during the test  

2.75 
(1.11) 

4.21 
(0.70) 

2.83 
(0.86) 

3.17 
(0.86) 

17. Do you ask if your child can eat or drink 
before the test 

2.80 
(1.10) 

4.40 
(0.68) 

2.77 
(0.82) 

3.06 
(0.78) 

18. Do you ask a doctor/nurse: How long your 
child be in hospital?     

3.43 
(0.91) 

4.73 
(0.47) 

3.57 
(0.99) 

3.82 
(0.82) 

19. Do you ask a doctor/nurse: When can 
your child return to normal activities 

3.60 
(0.88) 

4.81 
(0.42) 

3.77 
(0.85) 

4.01 
(0.56) 

20. Do you asked the nurse or doctor to 
explain something that you did not 
understand 

4.03 
(0.75) 

4.75 
(0.43) 

4.38 
(0.62) 

4.41 
(0.68) 

Report and Response     

21. Do you tell child’s health information 
with child’s doctor and nurse and other staff 

4.77 
(0.44) 

4.97 
(0.15) 

4.82 
(0.41) 

4.82 
(0.41) 

22. Do you tell your child’s medication 
history and weight 

4.77 
(0.42) 

4.98 
(0.11) 

4.87 
(0.33) 

4.90 
(0.30) 

23. Do you tell the doctor or nurse about 
your child’s allergies and reactions to any 
medicines in the past 

4.72 
(0.44) 

4.98 
(0.11) 

4.88 
(0.31) 

4.87 
(0.33) 

24. Do you tell the doctor or nurse if you do 
not understand any information or if you 
have questions. 

4.10 
(0.58) 

4.75 
(0.43) 

4.35 
(0.59) 

4.42 
(0.59) 

25. Do you tell your worry to doctor or nurse? 4.12 
(0.58) 

4.82 
(0.38) 

4.28 
(0.57) 

4.32 
(0.59) 

26. Do you tell nurse if the IV area is painful, 
red or puffy 

3.98 
(0.72) 

4.97 
(0.15) 

3.78 
(0.89) 

3.78 
(0.79) 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 133 

27. Do you response and answer to question 
from doctor or nurse on clinical rounds 

4.56 
(0.61) 

4.97 
(0.15) 

4.55 
(0.52) 

4.81 
(0.42) 

28. Do you response to prevent infection by 
wash or clean your hands every time before 
and after touch your child 

4.20 
(0.43) 

4.80 
(0.40) 

4.03 
(0.64) 

4.21 
(0.80) 

29. Do you response to prevent infection by 
wear clean mask when you are close up your 
child 

1.56 
(0.65) 

3.85 
(0.73) 

1.53 
(0.72) 

1.38 
(0.51) 

*30. Do you remind doctor or nurse to wash 
or clean their hands 

1.35 
(0.63) 

1.75 
(0.81) 

1.15 
(0.45) 

1.18 
(0.47) 

Monitoring and Make sure     

31. Do you make sure you understand the 
instruction when your child are admitted? 

3.97 
(0.67) 

4.70 
(0.46) 

4.22 
(0.47) 

4.48 
(0.71) 

32. Do you taking part in any situation and 
decision about your child's care 

3.98 
(0.66) 

4.63 
(5.50) 

3.83 
(0.64) 

4.15 
(0.50) 

33. Do you always check your child’s hospital 
identification bracelet 

3.15 
(1.30) 

4.91 
(0.28) 

2.71 
(1.43) 

3.88 
(0.67) 

34. Do you make sure doctor and nurse check 
the band and ask your child’s name before 
giving any medicine, test or treatment 

2.53 
(1.28) 

4.87 
(0.36) 

2.81 
(1.26) 

2.93 
(1.11) 

35. Do you observe to see the label on the 
container that your child’s sample is put into 

2.28 
(1.09) 

4.8 
(0.43) 

2.53 
(1.31) 

2.80 
(0.94) 

36.If you don't hear from the doctor or the 
lab, do you call to ask about the test results 

3.15 
(0.95) 

4.41 
(0.63) 

3.07 
(0.91) 

3.42 
(0.68) 

37.While staying with your child, do you 
speak up if you have questions or concerns 

4.05 
(0.61) 

4.86 
(0.44) 

4.11 
(0.59) 

4.25 
(0.58) 

38. Do you make sure that you know who is 
your child's pediatrician 

3.56 
(1.02) 

4.77 
(0.42) 

3.52 
(0.77) 

3.86 
(0.74) 

39. Do you always monitor child’s symptoms 
in order to report on clinical rounds 

4.37 
(0.53) 

4.92 
(0.26) 

4.45 
(0.52) 

4.65 
(0.47) 
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Appendix G Intervention tools 
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