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INTRO D U CTIO N

Family is an important component of the environment for 
children's growth; a child's environment has a major influence 
on his or her development, and the unique experiences of chil-
dren affect all family members. Therefore, planning for medi-
cal services or care for children should involve the entire fam-
ily [1]. In recent years, interest in family-centered care has 
been increasing. Family-centered care refers to partnerships 
between healthcare professionals, patients, and families that 
are mutually beneficial and involve the planning, implemen-
tation, and evaluation of healthcare services. Family-centered 
care can provide optimal healthcare, improve nursing quality 
and safety, increase care satisfaction, and achieve better out-
comes for patients and families [2].

Jung and Tak [3] defined family-centered care as recogniz-

ing families as experts on their children, acknowledging the 
values and diversity of families, respecting and supporting 
families, collaborating with families and healthcare profes-
sionals through partnership, and physically and emotionally 
supporting families to participate in care and share informa-
tion between families and healthcare professionals. Therefore, 
family-centered care is a way to provide care and medical 
services to children and families in which care is planned with 
the entire family at the center and all family members are re-
cognized as care recipients [4].

More specifically, the core concepts of family-centered care 
include participation, collaboration, information sharing, and 
dignity and respect. Participation refers to encouraging and 
supporting families to participate in treatment and decision- 
making [5]. Support is necessary for appropriate participation 
and includes supporting family decision-making and partic-
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ipation, responding to the needs of families for their children, 
and supporting children and families as they cope with anxi-
ety and stress [6]. Collaboration refers, in addition to parents 
and nurses working together in the child's care process [7], to 
broader patterns of working together among families, health-
care providers, and healthcare leaders in policy development, 
program implementation, and evaluation [5]. Information 
sharing refers to delivering unbiased and adequate infor-
mation to families that enables them to participate effectively 
in decision-making [5]. Dignity and respect involve listening 
to the opinions of family members, respecting the choices, 
knowledge, values, beliefs, and cultural backgrounds of pa-
tients and families, and including families in treatment plans 
[5,8]. Tools to measure family-centered care developed in 
Korea also include the areas of collaboration, family support, 
information sharing, and family respect [9].

Family-centered care is an important philosophy in pedia-
tric nursing, and it plays a crucial role in the initial contact 
with the child and family during a child's hospitalization. The 
nurse who is the first point of contact with the family of the 
hospitalized child and closest to the child can quickly and ac-
curately understand the needs and strengths of children and 
families as a healthcare professional and play a key role in the 
successful implementation of family-centered care [10,11].

In order for nurses to successfully apply family-centered 
care when caring for children and fulfill their role, it is first im-
portant to understand their existing perceptions of family-cen-
tered care and their performance of family-centered care. 

Previous international studies have observed differences 
between the perceptions and performance of family-centered 
care among healthcare professionals. Studies have shown that 
scores for the performance of family-centered care tend to be 
lower than scores for perceptions [12-14]. Furthermore, differ-
ences in perceptions and performance have been observed 
across different sub-domains of family-centered care [12,13,15] 
as well as different demographic characteristics [16,17].

However, in Korea, family-centered care is still a relatively 
unfamiliar concept, and there is a lack of existing research on 
the topic. In South Korea, it is common for families to stay 
with their hospitalized children and actively participate in 
their care, leading to close interactions between pediatric 
nurses and families. However, the caregivers of hospitalized 
children tend to perceive nursing care to be inadequate in 
terms of meeting their stated needs [18].

To conduct further studies and devise interventions related 
to family-centered care, the perceptions and performance of 
family-centered care among nurses working in hospitals must 
be understood. Therefore, this study aimed to investigate the 
perceptions and performance of family-centered care among 
nurses caring for children and to provide data that can be used 

as a basis for the further development of family-centered care.
The purpose of this study was to investigate the percep-

tions and performance of family-centered care among pedia-
tric hospital nurses, with the following specific objectives: 
first, to assess the perceptions and performance of family-cen-
tered care among pediatric hospital nurses; second, to identify 
differences in the perceptions and performance of family-cen-
tered care according to the general characteristics of pediatric 
hospital nurses; third, to identify differences between the per-
ceptions and performance of family-centered care among pe-
diatric hospital nurses; and fourth, to identify barriers to the 
implementation of family-centered care among nurses at a 
children's hospital.

METHODS

Ethics statement: The Institutional Review Board (IRB) of Seoul 

National University Hospital (No. 2207-196-1345) reviewed this 

study. Informed consent was obtained from all participants.

1. Study Design

This descriptive study investigated the perceptions and 
performance of family-centered care among pediatric hospital 
nurses. This study followed the Strengthening the Reporting 
of Observational Studies in Epidemiology (STROBE) report-
ing guidelines [19].

2. Study Participants

The participants in this study were 162 nurses working at a 
single tertiary children's hospital located in Seoul, South 
Korea. The inclusion criteria for the study participants were 
nurses working in wards and intensive care units of the pedia-
tric hospital who directly provided nursing care to patients. 
The exclusion criteria were nurses who worked in the emer-
gency room, operating room, and outpatient departments; 
nurses who did not directly provide nursing care to patients; 
and head nurses, teaching nurses, and new nurses who had 
been hired within 8 weeks. The minimum sample size for the 
study was 159, calculated using G*Power 3.1.9based on an ef-
fect size of .25, power of .80, and significance level of .05 for 
the F-test in analysis of variance. The total number of partic-
ipants in this study was 162, which satisfied the minimum 
sample size requirement.

3. Measurements

The perceptions and performance of family-centered care 
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among pediatric hospital nurses were measured using a tool 
developed by Jung [9], which was modified to suit the pur-
pose of this study. The family-centered care measurement tool 
developed by Jung [9] consists of a total of 29 items across four 
subscales: collaboration (12 items), family support (8 items), 
information sharing (3 items), and family respect (6 items). 
The original tool was developed to measure the perceptions of 
family-centered care among the family members of hospi-
talized children with "healthcare professionals" as the subject 
of the questionnaire items [9]. Permission was obtained from 
the tool's developer to modify the questionnaire items to use 
the first-person perspective, allowing the research partici-
pants, who were nurses, to be the subjects. 

The modified Family-Centered Care measurement tool was 
used to measure both perceptions and performance of fam-
ily-centered care. The tool used a 5-point Likert scale in this 
study to assess the importance of each item in terms of the 
nurses' perception, with responses ranging from 5 points 
(very important) to 1 point (not important). The performance 
score for each item was also measured on a 5-point scale with 
responses ranging from 5 points (always perform) to1 point 
(never perform). At the time of the original tool's develop-
ment, the reliability indicated by Cronbach's alpha was .96. 
The reliability coefficients for each subscale were .94 for col-
laboration, .91 for family support, .87 for family respect, and 
.71 for information sharing. The questionnaire used in this 
study consisted of items on general characteristics, the per-
ceptions of family-centered care, the performance of family- 
centered care, and open-ended questions. To identify barriers 
to the implementation of family-centered care, the following 
open-ended question was used: "In your opinion, what do 
you think are the barriers that impede the implementation of 
family-centered care?"

4. Data Collection

We received permission for data collection from the nurs-
ing department (data collection permit number: 2202_26). The 
researcher visited each ward and intensive care unit, ex-
plained the research purpose and data collection methods to 
the department managers, and distributed guidance about the 
research and the questionnaires. The questionnaire took ap-
proximately 10 to 15 minutes to complete, and the data collec-
tion period lasted from October 6, 2022, to November 4, 2022. 
Each nurse was informed about the study details and volun-
tarily agreed to participate. After consenting to participate in 
the study, the nurse completed the consent form and survey 
questionnaire, placed them in separate sealed envelopes to 
ensure data confidentiality, and submitted them to a random-
ly placed questionnaire collection box within the department. 

The submitted questionnaires were collected by the researcher 
in person during a departmental visit at the end of the data 
collection period. To provide a reward to the participants who 
completed the survey, their contact information was collected 
without their names to ensure anonymity and confidentiality, 
and each participant completed a consent form allowing the 
use of personal information as part of collecting contact infor-
mation. 

5.Data Analysis

The collected data were analyzed using SPSS for Windows 
(version 26.0; IBM Corp.).
 The participants' general characteristics and perceptions 

and performance of family-centered care were analyzed 
using descriptive statistics, including frequencies, per-
centages, means, and standard deviations.

 The variables in this study were tested for normality us-
ing the Kolmogorov-Smirnov test. Differences in percep-
tions and performance of family-centered care were ana-
lyzed based on the general characteristics of the study 
participants as follows. Differences in the perceptions of 
family-centered care, which did not satisfy the assump-
tion of normality, were analyzed using non-parametric 
statistics, specifically the Mann-Whitney U test and the 
Kruskal-Wallis test. Differences in the performance of 
family-centered care, which satisfied the assumption of 
normality, were analyzed using the t-test and one-way 
analysis of variance, followed by the Scheffé test for post-
hoc analysis if significant differences were found.

 The correlation between the perceptions and performance 
of family-centered care was analyzed using Pearson's 
correlation coefficient.

 The open-ended responses regarding on barriers to the 
implementation of family-centered care were categorized 
by opinions and measured for frequency.

RESULTS

1. General Characteristics of Participants

The study included a total of 162 participants. All were fe-
male, and the majority (88 participants, 54.3%) was aged 20 to 
29 years, followed by those aged 30 to 39 years (56 partici-
pants, 34.6%). Most participants were unmarried (120 partici-
pants, 74.1%) and had a college or university degree (135 par-
ticipants, 83.3%). There were more non-religious participants 
(103 participants, 63.6%) than religious participants (59 partic-
ipants, 36.4%).

The current department of most of the participants was the 
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internal medicine ward (54 participants, 33.3%), followed by 
the neonatal intensive care unit (47 participants, 29.0%). The 
most common length of clinical experience in the pediatric 
hospital was 1 to 5 years (61 participants, 37.7%).

A total of 113 participants (69.8%) responded that they had 
heard of family-centered care, and the majority (115 partic-
ipants, 71.0%) reported that they had not received education 
on family-centered care (Table 1).

2. Scores for the Perceptions and Performance of Family- 

Centered Care 

The perceptions and performance of family-centered care 
among pediatric hospital nurses were assessed in terms of 
overall average scores and the scores for four subscales: fam-
ily respect, collaboration, information sharing, and family 
support. 

The overall average score for the perceptions of family-cen-
tered care was 4.07±0.46 out of 5 points. Information sharing 
received the highest score among the subscales at 4.17±0.49 
points, followed by family respect at 4.16±0.47 points, family 
support at 4.13±0.54 points, and collaboration at 3.97±0.48 
points.

The results of the analysis of the performance of pediatric 
nurses in family-centered care are as follows. The average 
score for the performance of family-centered care was 3.77± 
0.50 out of 5 points for all of the items. The performance scores 
for each of the subscales were 3.89±0.57 for family support, 
3.88±0.54 for family respect, 3.83±0.58 for information shar-
ing, and 3.61±0.56 for collaboration (Table 2).

3. Differences in the Perceptions and Performance 

of Family-Centered Care According to Participants' 

General Characteristics 

The general characteristics that showed statistically signifi-
cant differences according to perceptions of family-centered 
care were clinical career length in the pediatric unit (x2=13.67, 
p=.008) and familiarity with family-centered care (Z=-2.21, 
p=.027). The post-hoc test results for clinical career length in 
the pediatric unit showed that nurses with less than 1 year of 
experience had higher scores for their perceptions of fam-
ily-centered care than those with 5 to 10 years of experience. 
Significant differences were found in the performance of fam-
ily-centered care according to the clinical career length in the 
pediatric unit (F=2.56, p=.041) (Table 3).

4. Correlations between the Perceptions and Perform-

ance of Family-Centered Care

A statistically significant positive correlation was noted be-
tween the total perception score and the total performance 
score (r=.594, p<.001) related to family-centered care. In addi-
tion, the information sharing (r=.464, p<.001), respect for 
family (r=.598, p<.001), family support (r=.594, p<.001), and 
collaboration (r=.534, p<.001) subscales showed statistically 
significant positive correlations between perceptions and per-
formance (Table 4).

5. Opinions on Family-centered Care

1) The level of implementation of family-centered care
The level of implementation of family-centered care in the 

clinical setting was assessed among pediatric hospital nurses 
using a 5-point scale, and the mean score was 3.01±0.90 points. 
The most common score was 3 points for "sometimes im-
plemented" (54 participants, 33.3%), followed by 4 points for 

Table 1. General Characteristics of Pediatric Hospital Nurses 
(N=162)

Variables Categories
n (%) or 
M±SD

Sex Female 162 (100.0)

Age (year)
20–29 
30–39 
≥40

30.9±6.7
  88 (54.3)
56 (34.6)
18 (11.1)

Marital status Single
Married

120 (74.1)
42 (25.9)

Education Bachelor's degree or below
Graduate-level or above

135 (83.3)
27 (16.7)

Religion Yes
No

59 (36.4)
103 (63.6)

Department Medical 
Surgical 
Neurology & NS
Cardiology & TS
PICU
NICU

54 (33.3)
23 (14.2)
12 (7.4)
15 (9.3)
11 (6.8)
47 (29.0)

Clinical career in 
pediatric unit (year)

＜1
1 to＜5
5 to＜10
10 to＜15
≥15

11 (6.8)
61 (37.7)
57 (35.2)
22 (13.6)
11 (6.8)

Familiarity with 
family-centered care

Yes
No

113 (69.8)
49 (30.2)

Family-centered care 
education experience

Yes
No

47 (29.0)
115 (71.0)

M, mean; NICU, neonatal intensive care unit; NS, neurosurgery; PICU, 
pediatric intensive care unit; SD, standard deviation; TS, thoracic and 
cardiovascular surgery.
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Table 2. Scores for the Perceptions and Performance of Family-Centered Care of Pediatric Hospital Nurses (N=162)

Categories/items
Perceptions Performance

M±SD M±SD

Respect for family (6 items) 4.16±0.47 3.88±0.54

12. I recognize that the family makes the final decision about the child's treatment when making 
decisions about the child's care.

4.31±0.65 4.12±0.82

8. I inform the family about the child's test results or observations. 4.29±0.60 4.10±0.66

2. I ask the family about information that I needed to know regarding the child. 4.29±0.57 4.12±0.78

29. When developing a care plan for the child, I value the family as an important team member. 4.12±0.72 3.81±0.82

11. I provide appropriate answers to the family's questions regarding the treatment or care of the 
child within a timely manner.

4.12±0.66 4.01±0.70

9. I make decisions with the family on the desired treatment goals and outcomes for the patient. 3.86±0.82 3.15±0.96

Collaboration (12 items) 3.97±0.48 3.61±0.56

17. I assist the family in understanding how to provide the best care for the child. 4.19±0.66 3.92±0.82

16. I support the family to be able to cope well with the child's illness. 4.15±0.64 3.91±0.75

13. I listen to the family's demands regarding the child's care, such as medical equipment or 
services.

4.10±0.62 4.03±0.73

6. I encourage the family to express any fears or concerns they may have had. 4.04±0.70 3.78±0.88

4. I provide the family with opportunities to make decisions about the child's treatment. 4.01±0.78 3.43±0.94

14. I inform the family of any changes in the child's treatment (treatment, medical equipment, 
programs, etc.) before they occurred. 

3.99±0.79 3.61±0.92

21. I discuss with the family the scope of treatment and care for the child. 3.96±0.75 3.36±0.97

7. I provide the family with useful information in various forms that were easy to use, such as 
videos or pamphlets.

3.90±0.76 3.49±0.87

27. I inform the family about their options for treatments or other medical services for the child. 3.86±0.83 3.37±0.96

18. I ensure the family felt comfortable when they did not agree with the treatment or care plan for 
the child.

3.85±0.73 3.62±0.85

15. I regard the family as equal partners, not just as parents of the child. 3.85±0.70 3.59±0.82

5. I consult with the family when discussing medical services or equipment for the child. 3.73±0.75 3.24±0.90

Information sharing (3 items) 4.17±0.49 3.83±0.58

3. I explain to the family about the medical services(such as treatment and nursing) for the child, 
including medical equipment, treatment methods, and their reasons.

4.30±0.57 3.97±0.78

1. I explain to the family about the expected changes in the child's condition. 4.14±0.56 3.78±0.65

26. I provide the family with useful information about the child's condition, including the cause of 
the disease, the current progress, and the prognosis.

4.09±0.71 3.73±0.89

Family support (8 items) 4.13±0.54 3.89±0.57

23. I inform the family about how to manage the child's health at home. 4.22±0.70 4.00±0.75

28. I empathize and understand the feelings of both the family and the child. 4.20±0.66 4.11±0.70

10. I provide positive feedback or encouragement to the family of the child. 4.19±0.64 3.99±0.76

22. I provide support to the family to empower them with the confidence to care for their child. 4.14±0.74 3.91±0.79

24. I make the family feel confident in their ability to take good care of the patient. 4.14±0.72 3.90±0.85

19. I treat the family of the child as people, not just a diagnosis of their illness 4.10±0.68 3.97±0.75

20. I provide information to the family about the medical services available to the child. 4.04±0.73 3.61±0.86

25. I help the family determine their roles in caring for the child. 4.01±0.81 3.64±0.91
M, mean; SD, standard deviation.
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"often implemented" (52 participants, 32.1%), 2 points for 
"sometimes implemented" (49 participants, 30.2%), 1 point for 
"almost never implemented" (4 participants, 2.5%), and 5 
points for "always implemented" (3 participants, 1.9%).

2) Barriers to family-centered care
The nurses were asked to freely describe which factors hin-

dered the implementation of family-centered care, and the 
main factor was identified as an insufficient nursing work-
force and time (n=141). The next most significant factors were 

Table 3. Differences in the Perceptions and Performance of Family-Centered Care According to General Characteristics of Pediatric 
Hospital Nurses (N=162)

Variables Categories n

Perceptions Performance

M±SD t/Z/F/x2 p
Scheffé

M±SD t/Z/F/x2 p

Age (year) 20–29
30–39
≥40

 88
 56
 18

4.08±0.42
4.04±0.53
4.16±0.45

1.30 .521 3.81±0.48
3.70±0.51
3.79±0.55

0.83 .438

Marital status Single
Married

120
 42

4.05±0.45
4.14±0.49

-0.89 .372 3.79±0.47
3.71±0.56

0.89 .372

Education ≤Bachelor's degree
≥Graduate-level 

135
 27

4.07±0.45
4.09±0.52

-0.01 .989 3.79±0.46
3.66±0.66

1.01 .323

Religion Yes
No

 59
103

4.07±0.51
4.07±0.43

-0.48 .633 3.71±0.53
3.80±0.48

1.08 .281

Department Medical
Surgical
Neurology & NS
Cardiology & TS
PICU
NICU

 54
 23
 12
 15
 11
 47

4.07±0.53
4.11±0.36
4.09±0.39
4.12±0.65
3.81±0.32
4.11±0.39

5.87 .320 3.84±0.48
3.68±0.57
3.85±0.45
3.74±0.53
3.72±0.42
3.73±0.51

0.48 .791

Clinical career in 
pediatric unit (year)

＜1a

1 to＜5b

5 to＜10c

10 to＜15d

≥15e

 11
 61
 57
 22
 11

4.39±0.39
4.07±0.39
3.93±0.48
4.17±0.50
4.35±0.47

13.67 .008
a＞c

3.77±0.49
3.85±0.46
3.61±0.50
3.90±0.50
3.90±0.56

2.56 .041

Familiarity with 
family-centered care

Yes
No

113
 49

4.14±0.42
3.93±0.52

-2.21 .027 3.80±0.48
3.69±0.53

1.36 .174

Family-centered care 
education experience

Yes
No

 47
115

4.16±0.44
4.04±0.46

-1.50 .133 3.88±0.46
3.72±0.51

1.83 .069

M, mean; NICU, neonatal intensive care unit; NS, neurosurgery; PICU, pediatric intensive care unit; SD, standard deviation; TS, thoracic and 
cardiovascular surgery.

Table 4. Correlations between the Perceptions and Performance of Family-Centered Care in Pediatric Hospital Nurses (N=162)

Variables

Performance

Performance total Information sharing Respect for family Family support Collaboration

r (p) r (p) r (p) r (p) r (p)

Perception total .594 (＜.001) - - - -

Information sharing - .464 (＜.001) - - -

Respect for family - - .598 (＜.001) - -

Family support - - - .594 (＜.001) -

Collaboration - - - - .534 (＜.001)
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the absence of a system (n=27), a lack of understanding of 
the concept of family-centered care (n=17), limited visitation 
(n=15), the capacity of nurses and families (n=10), and a lack 
of information and resources (n=3) (Table 5).

DISCUSSION

The purpose of this study was to assess the perceptions 
and performance of family-centered care among pediatric 
hospital nurses. According to the study, the nurses' mean 
score for the perceptions of family-centered care was 4.07 out 

of 5 points, while their mean score for the performance of 
family-centered care was 3.77, indicating that nurses' percep-
tions of family-centered care were higher than their actual 
performance of it.

These findings are consistent with those of Bruce and 
Letourneau's study [12], which showed that healthcare pro-
fessionals had higher perception scores related to family-cen-
tered care than performance scores. Although the measure-
ment tools differed, other studies have also shown higher per-
ception scores than performance scores [13]. In addition, a 
study that investigated the perceptions of family-centered 

Table 5. Opinions on Barriers to the Implementation of Family-Centered Care in Pediatric Hospital Nurses

Categories Opinions

Insufficient nursing workforce and 
time (n=141)a)

․ It is difficult to implement family-centered care due to a shortage of time and an 
inadequate nursing workforce (n=141)

․ Nurses need to care for multiple patients at the same time and have to take care of an 
average of 10 or more patients (n=8)

․ Nurses feel burdened by their workload (n=3)
․ It's difficult to implement family-centered care as the patient's condition becomes more 
severe (n=3)

․ There are not enough opportunities to provide sufficient explanations to patients' 
families (n=2)

․ The current nursing system is focused on nursing activities, making it challenging to 
implement family-centered care (n=1)

․ There is very little time to understand the characteristics of each family (n=1)

The absence of a system (n=27)a) ․ Absence of a family-centered care system (n=17)
․ The hospital system lacks support for family-centered care (n=4)
․ Specialized personnel are needed to implement family-centered care (n=3)
․ The scope of roles for each medical staff in hospitals is not clear within the hospital 
system (n=2)

․ Decision-making is centered on medical staff rather than family opinions (n=2)
․ The system for communication among doctors, nurses, and patients' families is 
insufficient (n=1)

․ The absence of a family-centered care education system (n=1)
․ Lack of environmental and facility factors (e.g., family room) (n=1)
․ Insufficient nursing cost related to family-centered care (n=1)

Lack of understanding of the concept 
of family-centered care (n=17)

․ There is a lack of understanding about the concept of family-centered care (n=17)

Limited visitation (n=15) ․ Due to COVID-19, only one caregiver is allowed to stay and visitors are restricted to 
non-face-to-face visits (n=13)

․ The visiting hours for family members of patients in the intensive care unit are limited 
(n=2)

The capacity of nurses and families (n=10) ․ The family has a limited understanding (n=4)
․ The family is afraid of implementing family-centered care (n=3)
․ The lack of nursing competencies (knowledge and information and communication 
skills with family members) (n=2)

․ The family's willingness to implement family-centered care is lacking (n=1)

Lack of information and resources (n=3) ․ Difficulties obtaining information and resources that can be provided to families (n=1)
․ Lack of resources, such as videos or other materials (n=1)
․ Lack of infrastructure, such as content or equipment, to assist in the understanding of 
caregivers (n=1)

a)Multiple responses; COVID-19, coronavirus disease 2019. 
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care among nurses using the Family-Centered Care Question-
naire-Revised also found scores for the performance of fam-
ily-centered care to be lower than the scores for the percep-
tions of family-centered care [14]. Although different meas-
urement tools were used, both this study and previous studies 
have shown consistent results, indicating that nurses perceive 
family-centered care as important despite limitations in its ac-
tual implementation.

In this study, differences were found in the perceptions and 
performance of family-centered care across subscales. First, in 
terms of the perceptions of family-centered care, information 
sharing was perceived as the most important of the four sub-
scales, while collaboration was perceived as less important.

In particular, the participants in this study recognized that 
providing information to families about the treatment, nurs-
ing, and disease of the patient is important in family-centered 
care. In a study by Prasopkittikun et al. [15], "providing emo-
tional and financial support to the family" was also perceived 
as the most important domain in family-centered care. This 
includes providing information and support that helps fami-
lies understand the disease process and the impact of a dis-
ease on the child and family.

In this study, collaboration was perceived as the least im-
portant of the four subscales. In particular, nurses had a low 
degree of awareness regarding discussing medical services or 
equipment with caregivers, talking about choices related to 
other medical services, and considering caregivers as equal 
partners instead of only parents of the patient. This is con-
sistent with previous research results [13] that found the per-
ception of collaboration to be the lowest. In another study, the 
scale that was perceived as the least important was collabo-
ration between parents and professionals, and nurses believed 
that collaboration did not match current healthcare services. 
In other words, nurses consider themselves experts in care, 
and they are often unable to recognize family members as 
partners in the development, review, and implementation of 
treatment plans, the use of hospital facilities, and the applica-
tion of policies [15]. It is important for nurses to recognize the 
need to collaborate with families when making treatment or 
healthcare-related decisions and to facilitate open communi-
cation even in the event of conflicting opinions with the 
family.

In this study, the performance of family-centered care was 
found to be the highest for family support and lowest for 
collaboration. Collaboration had the lowest scores for both 
perceptions and performance, indicating the lowest de-
gree of recognition of its importance and the lowest degree 
of its performance. Bruce et al. [12] reported that health-
care providers showed the lowest degree of performance in 
terms of the design of healthcare delivery systems and pa-

rent/professional collaboration, which is consistent with the 
findings of this study. Other studies have also found collabo-
ration [13] and the design of healthcare service delivery sys-
tems [15] to have the lowest family-centered care performance 
scores.

Within the area of collaboration, the performance of fam-
ily-centered care was particularly low in terms of discussing 
and consulting with families about medical services, treat-
ment, and care and informing them about other medical 
services. These behaviors require a partnership between nur-
ses and families, the ability to see families as equal partners, 
knowledge, and a significant amount of time. In actual nurs-
ing practice, there is often a lack of time and resources to care 
for many patients while simultaneously engaging in discus-
sions and consultations with their families.

Moreover, intensive care units where caregivers are not 
present continuously and visitation restrictions due to infec-
tious diseases, such as coronavirus disease 2019 (COVID-19), 
make it even more challenging to engage in collaborative 
activity. The common perception that it is the role of physi-
cians to determine the scope of treatment or care and to pro-
vide options for alternative medical services may be another 
reason for the lower rate of collaboration with patients' fam-
ilies.

A study [15] conducted in Thailand also showed the lowest 
degree of performance in the collaboration domain, suggest-
ing that Thai patients and families have a respectful and pas-
sive attitude toward healthcare professionals, making it diffi-
cult for them to actively engage in collaboration. Furthermore, 
some nurses have stated that only parents with a higher edu-
cation level can collaborate with healthcare professionals to 
make medical decisions, which may lead nurses to make deci-
sions and provide care based on a care plan without collabo-
rating with the patient's family [15].

In this study, both the perceptions and performance of 
family-centered care showed statistically significant differ-
ences according to the clinical career lengths of nurses in the 
pediatric unit. Subjects with less than 1 year of experience 
showed higher scores for the perceptions of family-centered 
care compared to those with 5 to 10 years of experience. 
Previous studies have shown that nurses with more experi-
ence working in pediatric departments have more positive 
perceptions of family-centered care [16,17]. While previous 
studies have shown a longer clinical career in pediatrics to be 
associated with higher scores for the perceptions of fam-
ily-centered care, this study showed that subjects with under 
1 year of experience had higher perception scores compared 
to those with 5 to 10 years of experience. This finding is not 
consistent with previous research. Further research is needed 
to investigate why nurses with under 1 year of experience 
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perceived family-centered care to be more important than 
nurses with more experience. 

The level of familiarity with family-centered care was found 
to be positively associated with perception scores. This sug-
gests that education about family-centered care can enhance 
nurses' knowledge and perceptions of family-centered care, 
which can lead to better implementation in practice. Provid-
ing nurses with education on family-centered care can result 
in better outcomes when performing family-centered care as 
well as increase the degree of collaboration and support with 
families of hospitalized children.

In this study, insufficient nursing personnel and a lack of 
time were the largest barriers to implementing family-cen-
tered care. Nurses have to care for multiple patients simulta-
neously, which makes it difficult to implement family-cen-
tered care due to time restrictions. In previous studies, nurs-
ing workforce shortages led to overwhelming workloads for 
nurses, causing them to strictly prioritize resolving acute 
health issues related to patients' illnesses and health. As a re-
sult, the degree to which family-centered care was practiced, 
including meeting the other needs of patients' families, was 
inadequate [15]. In other studies, a high nurse-to-patient ra-
tio was also recognized as a barrier to family-centered care 
[13], and healthcare personnel considered involving pa-
tients' parents in the treatment process to be difficult due to 
heavy workloads and a lack of time [20,21]. Therefore, in or-
der to facilitate the implementation of family-centered care, 
the primary issue of nursing workforce shortages must be 
addressed.

This study revealed that the absence of a family-centered 
care system in hospitals was also a barrier to the implemen-
tation of family-centered care. A lack of systems, specialized 
personnel, and education for family-centered care were iden-
tified, and the roles of physicians and nurses are not always 
clear. Furthermore, physical and environmental factors re-
lated to family-centered care were also found to be inade-
quate, and pricing policies need to be established. To establish 
a system for the implementation of family-centered care, ap-
propriate external resources must be provided, and educa-
tion, payment, and compensation policies for family-centered 
care should be devised [22]. The physical environment, in-
cluding spaces in which to practice family-centered care, must 
also be reimagined [23]. A lack of consideration from nurses 
toward family-centered care has been identified as a barrier 
[24]. Furthermore, to address these issues, it will be necessary 
to first establish a system and environment that is conducive 
to family-centered care, provide sufficient personnel and edu-
cation to implement it effectively, and improve the percep-
tions and attitudes of nurses. In other words, it is necessary to 
establish a system that clarifies the roles of doctors and nurses, 

facilitates effective communication between healthcare pro-
viders and families, and provides infrastructure, facilities, and 
equipment, including spaces where family-centered care can 
be performed. In addition, the establishment of a supervisory 
system and appropriate remuneration could enhance nurses' 
competence and motivation related to family-centered care.

In this study, COVID-19 restrictions, including allowing 
only one caregiver to visit patients at a time, restrictions to vis-
its, and the use of non-face-to-face communication methods, 
have made it difficult for nurses to communicate with fami-
lies, hindering the implementation of family-centered care. In 
previous studies, COVID-19-related restrictions to family vis-
its and gatherings, as well as the absence of family members, 
had an impact on family-centered care. These limitations have 
made it challenging to adequately understand the conditions 
of patients and meet the needs and requirements of both pa-
tients and their families [25,26]. 

A lack of competence regarding family-centered care among 
nurses and family members was also identified as a barrier to 
its implementation. Previous studies have reported difficulty 
implementing family-centered care due to the unfamiliarity 
of nurses with family-centered care and poor sophisticated 
communication skills [13,14]. The concerns of family mem-
bers about their ability to participate in family-centered care, 
as well as their lack of understanding of medical terminology, 
treatments, and procedures, are also barriers [15]. Families 
may feel anxious about taking on roles traditionally perfor-
med by healthcare professionals in the hospital setting. There-
fore, families must be provided with education and ongoing 
support related to family-centered care to alleviate their con-
cerns. Healthcare professionals should not only assist families 
in understanding treatments and procedures but also provide 
support for families to develop their caregiving competencies. 
Furthermore, education and training programs should be de-
veloped and implemented to improve nurses' competencies.

The limitations of this study are as follows. The study used 
convenience sampling to recruit nursing personnel from a 
children's hospital at a single university as the study subjects, 
which limits the generalizability of the research results. Since 
the performance of family-centered care was assessed through 
a self-reported questionnaire, the results might differ from 
directly observed and measured data. In addition, this study 
was conducted at an unusual time during which only one 
caregiver was allowed to stay with each patient in the hospital 
due to the COVID-19 pandemic, and the visitation policy was 
much more restrictive than usual. Despite these limitations, 
this study is noteworthy since it identified the perceptions 
and performance of family-centered care among pediatric 
nurses, analyzed the discrepancies between their perceptions 
and performance of family-centered care, and identified bar-
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riers to the implementation of family-centered care. This study 
provides foundational data for the development of inter-
ventions and educational programs aimed at improving the 
perceptions and performance of family-centered care among 
nurses.

CONCLUSION

This study examined the perceptions and performance of 
family-centered care of 162 nurses working at a tertiary child-
ren's hospital located in Seoul, South Korea.

The research findings revealed that the perceptions of fam-
ily-centered care among nurses were higher than their actual 
performance of family-centered care in a children's hospital 
setting. The collaboration domain had the lowest scores for 
both perceptions and performance, indicating that nurses per-
ceived collaboration to be relatively unimportant and were 
relatively unlikely to engage collaboratively in their perform-
ance of family-centered care.

Nurses with longer clinical careers in the pediatric unit 
showed higher scores for both the perceptions and perform-
ance of family-centered care, and those who were aware of 
family-centered care scored high for perceptions. Thus, there 
is a need for further education on family-centered care target-
ing nurses in Korea. In this study, the most significant barriers 
to the implementation of family-centered care were identified 
as a shortage of nursing personnel and limited time. There-
fore, to encourage the performance of family-centered care, it 
will be crucial to establish systems and environments that 
support this approach and to provide adequate staffing and 
education to improve nurses' attitudes and perceptions. The 
findings of this study are expected to serve as foundational 
data for developing interventions and educational programs 
aimed at improving the perceptions and performance of fam-
ily-centered care in the future.
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