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INTRODUCTION
Parent experience is increasingly recog-
nized as a fundamental component of the 
quality of pediatric health care.1 As such, 
contemporary quality improvement ini-
tiatives commonly incorporate family 
perspectives.2 Through improving their 
communication with families, provid-
ers can impact patient and family experi-
ences of care and decision-making.3 Such 

intermediary outcomes are, in turn, associated 
with greater satisfaction, improved adher-

ence to treatment, and more favorable 
health outcomes.4–6

In consultations for elective surgery, 
families often have only brief opportuni-
ties to learn about treatment options and 
consider undergoing surgery or pursuing 

other treatment strategies.7,8 Moreover, 
the perioperative spectrum of care includes 

additional anxiety-provoking elements for 
families, including risks associated with proce-

dural interventions and anesthesia.9,10 Patient-centered 
and empathic communication is associated with less 
perioperative anxiety.11 However, studies that have exam-
ined communication between surgeons and adult patients 
have identified a pervasive lack of empathic communi-
cation and informed decision-making.12,13 Furthermore, 
studies have shown that parents prioritize elements of 
surgical intervention, which are often not highlighted 
during presurgical counseling, including anesthesia risks 
and postoperative diet.14,15 Parents’ overall communica-
tion needs and preferences regarding surgical care for 
their children remain relatively unexplored.

In this study, we elicit parent narratives of their com-
munication experiences across the spectrum of elective 
surgical care for their children, including the incorpora-
tion of parents’ emotional responses. Through qualita-
tive analysis, we aim to understand families’ experiences, 
promote relationship-centered surgical care for children, 
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and inform quality improvement efforts in pediatric 
surgery.

METHODS
The Johns Hopkins University Institutional Review Board 
approved this study (IRB47806). Parents were eligible to 
participate if their child had undergone elective surgery 
at Johns Hopkins Hospital 2–12 weeks before the inter-
view. This timeframe was selected to include parents’ 
long-term experiences with postoperative recovery but to 
avoid situations in which parents forgot specific details 
about perioperative experiences. Parents were recruited 
during postoperative telephone follow-up calls and medi-
cal appointments at Johns Hopkins Hospital. If the poten-
tial participants agreed to participate in an interview about 
their experiences communicating with surgical care provid-
ers, the interviewer obtained verbal informed consent over 
the telephone or in-person before beginning the interview.

Data Collection 
We conducted semi-structured interviews between June 
and August 2018. A co-investigator versed in qualitative 
and narrative methods (LC) led the interviews. Interviews 
followed an iterative question guide, which was devel-
oped based on prior research of parental perspectives of 
sleep-disordered breathing in children.13,22

The semi-structured interview guide included demo-
graphic questions and questions about parents’ experiences 
communicating with health care providers surrounding 
their child’s surgery. These questions included parents’ 
overall experience (“Before your child’s surgery, what 
were your main concerns?”), communication (“How 
would you ideally want [the surgical care provider] to 
speak with you about surgery?”), provider/parent rela-
tionship (“What made you trust/not trust your surgical 
care provider?”), and parents’ emotional response (“How 
did you feel about your child’s surgery?”). Interviews 
were conducted over the telephone or in-person, based on 
parent choice and availability. The team concluded inter-
views when they reached thematic saturation and could 
reasonably assume that further interviews would add 
information similar to that already collected.

Analysis 
Interviews were audio recorded and transcribed. 
Transcribed interviews were analyzed using qualitative 
content analysis. Our team’s prior research in patient–pro-
vider communication was used to template key concepts 
and potential surgeon–parent communication themes 
before coding.8 Building upon this foundation, content 
analysis identified emerging themes in parental experi-
ences of communication.

In conducting thematic content analysis, study team 
members familiarized themselves with the transcripts and 
identified emerging domains within each partially precon-
ceived theme. A detailed codebook was developed based 

on the prevalence of major themes and subdomains within 
the transcripts and approved by all study team members. 
Using the defined themes within this codebook, a team 
member (LC) systematically coded each transcript inde-
pendently. An additional team member (JA) coded 25% 
(n = 5) of the transcripts. Inter-coder agreement was cal-
culated for each identified theme via kappa analysis and 
considered adequate at a threshold of >80% observed 
agreement. Study team members met to discuss discrep-
ancies when agreement was inadequate and reached con-
sensus on how the responses should be coded.

RESULTS
Participants 
Parents of 23 children who had undergone surgery were 
approached for participation in this study, and 20 parents 
agreed to participate, yielding a response rate of 87%. 
Interviews lasted between 15 minutes and 1 hour, with 
a mean of 34.75 minutes and a median of 27.5 minutes. 
Interview lengths were dependent on the extent of infor-
mation parents wished to share; we set no prior mini-
mum or maximum timeframe. We conducted 5% (n = 1) 
of interviews in-person due to parental preference and 
availability.

Surgeries were performed by 13 surgeons of different 
pediatric specialties: general surgery (n = 7), otolaryngol-
ogy (n = 5), plastic surgery (n = 3), urology (n = 3), gas-
troenterology (n = 1), and orthopedic surgery (n = 1). Ten 
(50%) of the children had undergone at least one prior 
surgery at Johns Hopkins Hospital before the surgery dis-
cussed in the interview. Parents interviewed were mostly 
mothers (n = 18, 90%). Eleven parents (55%) were white, 
7 (35%) were African American, and 2 (10%) were iden-
tified with other ethnicities. A majority of children were 
boys (n = 13, 65%) with a mean age of 10.9 (SD = 4.9). 
Participant characteristics are shown in Table 1.

Thematic analysis 
Qualitative content analysis yielded 3 overarching themes 

of parent experience: 1) surgeon communication; 2) parent 
emotional experience of communication; and 3) process 
improvement (Tables 2 and 3). Parents also provided con-
structive recommendations as a reflection of their experi-
ences (Table 4 and Fig. 1). Data saturation was reached 
after no new themes emerged from analysis. Initial inter-
rater agreement was 71.3% for provider–parent communi-
cation, 69.2% for parent experience, and 85% for process 
improvement. The study team discussed and resolved all 
discrepancies that yielded inadequate agreement, including 
the discrepancies that impacted the inter-rater agreement 
of provider–parent communication and parent experience. 
The final agreement for all themes met consensus.

Surgeon Communication 
Parents described how providers interacted and communi-
cated, including identification of providers’ interpersonal 
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characteristics. Most parents reflected positively on pro-
vider characteristics, reporting that they were “kind” or 
“pleasant” and provided reassurance or normalization. 
Parents appreciated providers with a calm or reassuring 
affect (“the doctor was really calm and … making her feel 
good and … making her daddy, ‘cause he was freakin’ out 
too”). However, there were some discrepancies in paren-
tal preferences for provider behavior. While some parents 
appreciated friendly providers (“bubbly … in a happy 
place”), others appreciated direct providers (“more suc-
cinct … I don’t like a lot of fluff”).

Parents appreciated being included in the decision-mak-
ing process, on both an individual (“even if he doesn’t 
agree with me he will hear what I have to say”) and group 
(“they make us feel a part of the team”) level. They also 
appreciated witnessing teamwork among health profes-
sionals. However, some parents reported feeling uncom-
fortable when providers initially encouraged parents’ 
participation and then retracted their support:

“So the second time I tried, I didn’t get it, and Dr. X 
said yeah you’re not ready. And he literally turned on 
his heels and walked out of the office. And it made me 
feel terrible as a parent, it made me feel like a failure.”

Parents often wished that surgeons provided more 
insight and psychological preparation about the physical 
consequences of surgeries for their child, and recognized 
their child’s needs more thoroughly. Parents recalled their 
feelings of inadequacy when discussing the reasons for 
and consequences of surgery with their upset children 
(“she thought she looked like a monster … the way we 
talk with her … didn’t make her feel any different”). As 
one parent reflected:

“Honestly one of my concerns was his kind of his 
mental wellbeing through all of this … … he asked 
me why did you make me do this, and I did say you 
want to be a daddy someday … that is something 
that parents should be coached to say.”

In addition to suggesting that surgeons provide detailed 
guidance on how parents could communicate expectations 
and outcomes of surgery to their children, parents addressed 
standard elements of communication such as language 
use, information-sharing, and availability. Parents stated 
that when surgeons shared clear and concise information, 
their anxiety was reduced (“He explains it to me in a way 
I can understand, and that anxiety goes away”). They also 

Table 1. Participant Characteristics (N = 20)

Characteristics n (%)

Parent gender
 Male 2 (10)
 Female 18 (90)
Child gender
 Male 13 (65)
 Female 7 (35)
Parent race/ethnicity
 White 11 (55)
 African American 7 (35)
 Asian 1 (5)
 Other 1 (5)
Child’s current age, mean (SD) 10.85 (4.8711)
Familiarity with surgery
 Repeat surgery patient at Hopkins 10 (50)
 First-time surgery patient at Hopkins 10 (50)
Days after surgery interviewed, mean (SD) 25.2 (23.46)
Specialty of surgeon and procedure*

Otolaryngology (cochlear implant insertion, meato-
plasty, myringotomy, tonsillectomy, tympanostomy 
tube insertion)

5 (25)

Gastrointestinal (esophagogastroduodenoscopy) 1 (5)
General (burn scar laser treatment, catheter removal, 

hernia repair, median arcuate ligament release, 
draining of perirectal abscess)

7 (35)

Plastics (cleft palate repair, nevus removal, skin lesion 
excision)

3 (15)

Orthopedics (right forearm closure) 1 (5)
Urology (cystoscopy, hypospadias repair, stomal 

endoscopy)
3 (15)

*3 burn scar laser treatments performed (15%). All other surgeries listed 
performed only once (5%).

Table 2. Representative Quotations about Provider–Parent Communication (N = 20)

Theme Representative Quotations

Interpersonal characteristics 
(n = 19)

“He had us at such ease that if he would’ve said, ‘If we drop [him] on his head, it will fix him,’ I’d seriously think about 
it … He presented himself as such a calm person that was under such control of the situation.” “I'm always like the 
champion and the cheerleader and I'm like 'yay we're going to do it,' and inside I'm like dying.”

Reassurance for parents  
(n = 10)

“She relieves anxiety … that’s what they deal with every day. They know how parents are feeling and what to do to get 
them to feel better.”

Recognition of child’s psy-
chosocial needs (n = 9)

“He said things like it’s ugly, it’s disgusting, it looks gross … you just think about boys and his penis and the self-es-
teem and the mindset. I would have appreciated them taking the lead on that: like these are some things that he 
may be thinking or feeling, these are some things that we could maybe say if that happens.”

Professional teamwork  
(n = 8)

“She works well with others … she’s going to get the chemistry from the nephrology side of the house, the timing from 
the anesthesia side of the house … That’s also peace of mind.”

Multimodal information- 
sharing (n = 7)

“What’s most helpful are the actual x-rays and photographs that we used each time to make comparisons.”
“It was better with the pictures because then I’d see what my daughter’s ear was gonna look like … if I didn’t know 

that going in, I would have panicked.”
Inclusion of family (n = 4) “He’s always including me. And even if he doesn’t agree with me he will hear what I have to say about it.”

“I think that basically he didn’t want me to do it. I feel like he was even annoyed at the idea of teaching me how.”
Availability (n = 3) “She has sent me emails at two a.m. that said, ‘I woke up and I was thinking about [Name] and how I could do X, 

Y, Z.’... She treats it like this is her body of work. What that does for my blood pressure and my wellbeing, I can’t 
explain.”

n, number of participants whose interview included this theme.
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sometimes described the utility of clear and thorough direc-
tives (“They would say ‘Hey this is our goal, this is what 
we’re working towards’ … and we understood as parents”). 
They emphasized that multimodal information-sharing, 
which included X-rays, photographs, and drawings, was 
especially useful. Indeed, when asked how surgeons might 
improve communication, many parents suggested that pro-
viders use visuals (“I just wanted to see what my son’s ears 
look like now”). Parents also discussed provider availabil-
ity and appreciated when they were able to easily query or 
access providers from outside the hospital.

Parent Emotional Experience of Communication 
Parents elaborated specifically on their own negative expe-
riences and emotional reactions to their child undergoing 
surgery. Parents were typically worried and equated the 
surgical experience with stress, describing it as expected 
(“normal anxiousness”) or pronounced, with one parent 
describing surgery as “one of the most stressful days a par-
ent will ever have.” Despite accounts from parents stating 
that thorough preoperative information from surgeons 
helped dispel stress, others indicated that communication 
could only partially allay their worries, as providers could 
not fully empathize. Some parents took sole responsibility 
for their emotional reactions (“I think it was more just me, 
you know”) or expressed gratitude for surgeons’ empa-
thy (“They were very empathetic … They understood 
our needs”). However, others held surgeons accountable, 
desiring greater empathy from surgeons:

“I just wish that surgeons understand that the emo-
tional toll that it takes on families … They don’t 
truly understand that aspect, so they just need to 
be mindful of even if a family like us that’s went 
through so many surgeries, it’s never easy.”

Parents also described off-putting interactions with sur-
geons. They often felt intimidated by surgeons’ expertise 
and education and reported feeling concerns that their 
questions were “silly” or “not smart enough.” Parents 
acknowledged responsibility for understanding informa-
tion relayed by the provider and reported feeling over-
whelmed by the amount of medical information given 
during conversations. They often relied on note-taking to 
understand their child’s disease.

Parents also reported feeling offended or dismissed 
when providers did not believe or acknowledge their 
concerns or their child’s concerns, or abruptly ended con-
versations. These feelings often persisted over time, accu-
mulating into overall mistrust (“I felt really unheard...
after that experience I’ve always had that guarded feel-
ing every time I go to a clinic visit”). Parents sometimes 
discussed self-doubt about their decision to pursue sur-
gery. However, they described keeping such feelings to 
themselves and needing to act in additional roles such as 
“psychologist,” “case manager,” “advocate,” or “friend,” 
which conflicted with their roles as parents but supported 
their perception of themselves as being responsible for 
their child’s welfare. Similarly, they discussed the need to 
show strength to reassure their child:

“I need that kind of little bit of emotional support 
to help me stay strong ... I'm always like the cham-
pion and the cheerleader and I'm like 'yay we're 
going to do it,' and inside I'm like dying.”

Process Improvement 
Parents identified logistical factors of the perioperative 
process that could be addressed to improve the experience 
and reduce anxiety (Table 4). Parents called the timeline 

Table 3. Representative Quotations about Parent Emotional Experience of Communication (N = 20)

Theme Representative Quotations

Worried (n = 20) “This is one of the most stressful days a parent will ever have. Handing your child over for surgery, no one is 
at their best. Everyone is at their kind of weakest moment. You play that lottery … with your most precious 
commodity, your child.”

Responsible for child’s welfare 
(n = 15)

“I always say parents are forced to be the case manager.”
“Trying to be like old buddy, old pal, just to make her feel calm … once it was all over … I can go back to being 

a mom.”
Responsible for understanding  

information (n = 11)
“Oh my gosh I would be scrambling to take notes on everything that they said … So it was hard for me to multi-

task. I always brought someone with me because I couldn’t manage my child’s care and listen at the same time.”
Strength (n = 8) “As parents you have to be stronger and you can’t show that to them. Because it’s many a nights that me and 

her dad have held each other while we cried.”
Dismissed (n = 6) “I felt really unheard and when I was in the car and we were leaving, I cried.”
Intimidated (n = 5) “The surgeon’s gone to medical school. They have this prestigious career filled with experience. Parents get 

intimated by their education, by their title.”
“You know, doctors are exalted, right?”

Offended (n = 4) “He did show us a picture of that how [he] is straight and he did say, ‘what sorority girls won’t like that.’ That off-
handed sexual joke about my son wasn’t appropriate.”

Overwhelmed (n = 4) “When you’re a parent it’s sensory overload when you’re trying to help your kid and you have these really import-
ant questions that to the doctor are pretty standard … I don’t do this every day and this is my baby.”

Self-doubt (n = 4) “We were like, ‘What have we done to her?’ She was in pain, she was crying. We were just always second 
guessing it.”

Mistrust (n = 4) “I’ve gotten to the point now that I don’t even trust that. I just don’t even know if they’re saying that because it’s 
hubris.”

n, number of participants whose interview included this theme.
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of the process “frustrating” and described difficulties 
reaching the office for scheduling. They discussed prepa-
ration for the day of surgery, finding it “nerve-wracking” 
to learn the start time of surgery only the day before the 
procedure. Although some parents experienced “anxiety” 
(even a “panic attack”) because of perioperative waiting, 
one parent suggested that parents’ anxiety about wait-
ing reflects their unfamiliarity with the pediatric surgical 
setting: “If you aren’t a frequent flyer … it’s hard to have 
the perspective …Your child going later … actually is a 
good thing because it means you’re not the sickest kid.” In 
addition to discussing preparation for surgery, some par-
ents also felt they were unprepared for recovery, including 
managing their child’s reaction post-surgery (“I guess the 
social-emotional needs—I would have appreciated if that 
was addressed as much as the physical needs”).

Parents provided different views about parental pres-
ence during anesthesia administration and emergence. 
At Johns Hopkins Hospital, a single parent is allowed to 
accompany each pediatric surgical patient to the operat-
ing room and to remain present during the induction of 
anesthesia, unless exceptional circumstances—such as the 
Coronavirus Disease 2019 pandemic—preclude parental 
presence. While some parents valued this experience and 
reported that providers had prepared them for it, others 
reported increased stress, and 2 parents called this experi-
ence “traumatic.” One parent wished she could have bet-
ter prepared her son: “they just slapped it on his face.”

Similarly, parents appreciated the opportunity to witness 
their child emerge from anesthesia in the Post-Anesthesia 
Care Unit. Parents became “distraught” if they missed their 
child awakening, even just by seconds (“by the time I got to 
him, my son was screaming in a stranger’s arms”). Parents 
most often discussed their desire to be present with their 

child throughout an efficient perioperative process, espe-
cially during the onset and awakening from anesthesia (“I 
think my biggest concern was being able to be with him 
… until he falls asleep … right away when he wakes up”).

Parents also found the hospital setting lacked ideal pri-
vacy. They reported a strong desire to share their experi-
ences only with their family and not with other “parents 
that are watching and experiencing the same operating 
room emotions.” They identified the waiting room and 
the Post-Anesthesia Care Unit as especially public spaces 
where providers could improve processes to check in with 
families about needs for privacy or close curtains and 
lower voices before delivering news.

Parents’ suggestions for process improvement related 
to logistic concerns (scheduling) and emotional support 
(parent/child reactions to anesthesia). Furthermore, the 
overarching themes of both communication and parental 
experiences were integrated into discussion of improving 
the perioperative process, as better communication may 
ameliorate postoperative difficulties (Fig. 1).

DISCUSSION
This study builds on previous research evaluating paren-
tal experiences by investigating parent experiences of pro-
vider communication during the perioperative process of 
elective pediatric surgery. This is the first study to qual-
itatively report parents’ emotional reactions, values and 
preferences related to surgeon–family communication 
in the pediatric perioperative setting. Parents discussed 
themes related to provider–parent communication, their 
experiences, and ways to improve the perioperative pro-
cess. Parents often supplemented specific concerns with 
concrete solutions, underscoring the importance of using 

Table 4. Representative Quotations of Parents’ Concerns and Solutions

Theme Parent’s Concern Parent’s Solution

Recognition of Child’s  
Psychosocial Needs

“It rekindles all of those memories of the night 
that the incident happened and the person 
who caused it. It steers a little bit her emo-
tions back up.”

“From the hospital staff and the doctors, they tried to be very upbeat and 
relaxed and cheerful, and I think that is incredibly helpful.”

Information-sharing “I just wanted to see what my son’s ears look 
like now, you know?”

“I wanted a diagram of what the PE tube would actually look like.”

Intimidated “But it can feel intimidating because you’re 
there.”

“What advice I would give is don’t be intimidated. Don’t be intimidated 
by their credentials, don’t be intimidated if you feel that your questions 
might not be smart enough.”

Offended “And the doctor sat us down … He goes, ‘I 
think your son’s making it all up.’”

“That phrase... was the downside. It would have been much better just 
saying, ‘We didn’t visibly see anything, but we’re waiting for results 
from biopsies to give a more clear picture.’”

Dismissed “And he literally turned on his heels and walked 
out of the office. And it made me feel like a 
failure.”

“If I were to ask for anything, just more peaceful patience. And not feeling 
like we were just a cog in the wheel … When they come into the room, 
to sit down, to maybe not do like the speed talking … Maybe not leave 
until ‘hey, do you have any other questions?’”

Strength “I’m always the champion and the cheerleader 
and I’m like yay we’re going to do it and 
inside I’m like dying.”

“So the little bit of support from the doctors and the nurses, the moral 
support, it really helps in situations like this.”

Preparation for surgery 
(day of)

“They don’t call you until very late in the day 
before to let you know what time to arrive, 
which is a little nerve-racking for me.”

“I was just surprised at how late it was in the day that they called. I 
would’ve preferred that it had been a little earlier.”

Anesthesia “I really didn’t like the way that they said, ‘We’re 
going to give you a new pacifier’ … He had 
no clue what that meant then.”

“I would know which language would be most reassuring for him and the 
least scary. I needed those three seconds to just explain to him.”
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family-centered perspectives and outcomes to improve 
quality of care.

Parents valued multimodal information-sharing. This 
finding provides insight into optimal methods of informa-
tion-sharing and decision-making. Parents highly value 
effective explanations of procedures.10 As such, surgeons 
could improve information-sharing and families’ overall 
experiences by incorporating pictures or diagrams into 
educational conversations about the care of patients.15 
Decision support tools have been introduced throughout 
healthcare and surgical environments.16 Tools help par-
ents visually understand risks, benefits, and treatment 
alternatives for procedures, including tonsillectomy and 
appendectomy.17 Use of these tools in surgical practice, 
even as an adjunct to discharge materials or after clinic 

visit summaries, may provide the information support 
that is lacking.

There is a gap surrounding research about how surgeon 
behavior influences parent feelings of intimidation and 
self-worth. Many studies have explored how health care 
workers such as nurses and medical students feel intim-
idated in perioperative settings, but these studies have 
not addressed patient/parent intimidation due to surgeon 
communication.18–20 Studies have focused on identifying 
“missed opportunities” for surgeons to address patients’ 
negative emotions, showing that providers may respond 
with inadequate acknowledgment, inappropriate humor, 
or denial instead of recognizing parents’ emotions.21,13 In 
this study, parents described how they felt intimidated, 
dismissed, or offended by surgeons, citing instances such 

Fig. 1. Key Driver Diagram—Model for Improving the Parental Experience of Care and Communication in the Pediatric Surgical 
Setting
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as a surgeon joking about a patient or leaving a room 
abruptly without proper explanation. Surgeons could 
improve communication with families by modifying non-
verbal behavior and emotional cues. We previously found 
that surgeons use complex medical language, especially 
when they perceive parents to be more engaged in the 
decision-making process, regardless of parents’ actual 
level of understanding.22 There is an opportunity for sur-
geons to universally modify their language by including 
medical explanations, discussion of treatment alterna-
tives, emotional cues, and nonverbal behavior during dis-
cussions with families.

Parents emphasized stress related to anesthesia. It is 
well known that parents and children experience anxi-
ety about anesthesia. Parents may be more anxious about 
the anesthesia required for adenotonsillectomy than 
about the surgery itself, and surgeons may underesti-
mate parents’ concern about anesthesia.8,10,23,24 Significant 
debate surrounds the topic of parental presence during 
anesthesia induction and emergence, but no differences 
have been identified in anxiety when comparing parents 
present or absent during induction.25–27 Furthermore, 
parental involvement in anesthesia induction and emer-
gence could compromise patient and family safety.28 In 
the Post-Anesthesia Care Unit, it is important to ensure 
stable postoperative recovery is established before fami-
lies enter the room, although many parents in our study 
believed it was vital for them to be present as their child 
emerged from anesthesia. Health care providers can 
counsel parents about issues with emergence and instill 
accurate expectations surrounding anesthesia to reduce 
the anxiety that families experience. Our study suggests 
that a degree of anxiety should be expected among fam-
ilies, but specific interventions involving more effective 
communication about anesthesia administration and 
emergence may decrease the perioperative anxiety that 
parents and children experience. This research may help 
inform quality improvement efforts that focus on paren-
tal expectations in the pediatric surgical setting, including 
the development of a process map that is publicly avail-
able and disseminated to parents pre-operatively.

This project represented a first inquiry into parents’ 
personal values and preferences related to communication 
about surgery in children. There were some limitations 
to our study. The sample had a degree of heterogeneity 
because 5% (n = 1) of the interviews were conducted 
in-person, while the rest of the interviews were con-
ducted over the phone. Although data were partially dou-
ble-coded to confirm analytic validity, it is possible that 
results are impacted by coder bias because qualitative 
analysis involves a degree of subjectivity. We also expect 
that parents may have different values and preferences. 
Some perspectives may have been influenced more than 
anticipated by the surgical discipline or complexity of the 
child’s procedure. Furthermore, our study was conducted 
at a single tertiary institution, and as such, results may not 
apply to all pediatric surgical settings. Given the anonymity 

of quantitative parent experience measurements at our 
tertiary care institution, we were unable to correlate our 
results with surgeons’ family experience scores. This is 
an important area for future research, given our previous 
finding that patient satisfaction scores are highest for the 
provider domain in pediatric surgical care.29

CONCLUDING SUMMARY
We present parent experiences of communication in the 
pediatric perioperative setting. Despite positive interper-
sonal experiences with providers, parents characterize 
their overall experiences as negative due to their emo-
tional experiences. Parents often provided solutions after 
they described concerns, suggesting the utility of elicit-
ing parent perspectives. Providers can incorporate these 
parent perspectives into quality improvement efforts and 
more effectively engage in decision-making by under-
standing the intensity of parents’ emotional experiences 
related to pediatric surgery.
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