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Abstract
The factors influencing caregivers’ understanding of pediatric respiratory diseases, such as bronchiolitis, can guide patient care

and the acceptability of treatment methods within the healthcare system. This study aims to identify illness perceptions and

perform a needs assessment among caregivers of children diagnosed with respiratory diseases. This is a prospective, cross-sectional,

questionnaire-driven study of a representative sample of caregivers whose children had an acute respiratory illness. The telephone-

administered questionnaire was comprised of (1) demographic items; (2) illness perception questionnaire-revised (IPQ-R); and (3)

items about personal barriers, the latter 2 of which employed a 5-point Likert response. Cronbach’s alpha (α) was used to measure

the internal consistency reliability for each item within the IPQ-R. The Pearson 2-tailed correlation coefficient was used to correlate

questionnaire items. We included 75 caregivers whose children have been diagnosed with bronchiolitis (51%), reactive airway dis-

ease (RAD) (35%), asthma (33%), and wheezing (44%). We found no significance between the child’s diagnosis and the site of

recruitment. The most important components of the illness perception were illness coherence (α=0.849), psychological attribu-
tions (α=0.903), and barriers to diagnosis (α=0.633). Understanding caregivers’ perceptions of respiratory diseases will lead to

better treatment acceptance. We must clarify the terms used to define bronchiolitis from viral-induced wheezing, RAD, and

the first asthma episode in older infants. Identifying caregivers’ gaps in knowledge will help establish a cohesive approach to per-

sonalized treatment of respiratory diseases in children and their diagnosis.

Keywords
community engagement, respiratory care, survey data, medical decision making, emergency medicine, challenges

Introduction
Illness perceptions encompass patients’ cognitive representa-
tions and emotional beliefs regarding their conditions,1 influ-
encing health behavior and treatment outcomes.1–3 Illness
representation relates to cognitive constructs associated with
health threats, perceived vulnerability, optimism, self-efficacy
beliefs, and perceptions of social norms.4 Patient satisfaction
and subsequent healthcare use are closely linked to the incorpo-
ration of patients’ beliefs and emotional responses into medical
care.5 Effective health decision-making relies on health literacy
and trust, with individuals with lower health literacy tending to
trust alternative sources over specialist doctors.6 Acceptability
in healthcare interventions involves how both providers and
recipients perceive appropriateness, influenced by cognitive
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and emotional responses.7 Understanding caregivers’ perspec-
tives on pediatric respiratory diseases can inform treatment
acceptability within the healthcare system.8,9 Conducting a
needs assessment before implementing or modifying treatment
strategies helps identify unmet needs and challenges. However,
there is limited literature on illness perceptions among caregiv-
ers of children with bronchiolitis regarding treatment accep-
tance. Therefore, this study aims to identify illness
perceptions, perform a needs assessment, and explore attitudes
and barriers among caregivers of children diagnosedwith respi-
ratory diseases like bronchiolitis.

Methods
Study Design
This prospective, cross-sectional questionnaire study sought to
evaluate illness perceptions and needs among a representative
sample of caregivers whose children experienced an acute respi-
ratory illness. The questionnaire was conducted via telephone
with parents/caregivers of patients who visited the emergency
department (ED), pulmonary clinics, or satellite primary care
clinics affiliated with our university-based pediatric hospital in
Central Florida from January 1st and June 30th, 2021. Our
not-for-profit healthcare system comprises over 70 satellite
clinic locations throughout Florida, alongside the free-standing
pediatric hospital with a 2.0 case mix index. The population
we serve is over 50% of Hispanic or Latino origin, and over
50% have public healthcare insurance, which is representative
of the community. The questionnaire was administered in
English or in Spanish based on the participant’s preference, to
cater to our predominantly Spanish-speaking Hispanic

population, ensuring linguistic accessibility and cultural rele-
vance. This study was approved by the Nemours Children’s
Health Institutional Review Board (1780328).

Data Collection Instrument
The questionnaire used for this study included the illness per-
ception questionnaire-revised (IPQ-R).10 The IPQ-R is a
standardized and validated instrument that quantitatively
assesses a patient’s illness cognitive representation and
causal attributions.10,11 The questionnaire is comprised of
56 items on a 5-point Likert-type scale ranging from “dis-
agree strongly” to “agree strongly.” The principal compo-
nents of the IPQ-R cognitive representation and causal
attribution consist of 7 and 4 dimensions, respectively
(Table 1). We created and added a personal barriers section
to the questionnaire with the contribution of stakeholders,
which included (1) the Family Advisory Council as patient
advocates, (2) specialists in pediatric pulmonary medicine,
(3) specialists in population health science, (4) specialists
in infectious disease, (5) specialists in pediatric emergency
medicine, (6) general pediatricians as representatives of the
medical community, and (7) members of the medical
system services. To identify qualitative concepts as part of
the personal barriers section, we conducted qualitative, semi-
structured small-group discussions among our stakeholders.
The interviewer re-worded or clarified questions to investi-
gate topics introduced by the stakeholders. We performed
the small-group discussion until we reached thematic satura-
tion and proceeded to code the items into topics and themes,
culminating in the identification of 5 dimensions. The content

Table 1. Principal Components of the Illness Perception Questionnaire-Revised (IPQ-R) and Barriers.

Domains Scales Meaning of the perception

No. of

Items

Cognitive representation

I Timeline acute/chronic Duration of the illness, as passing quickly or not 6

II Timeline cyclical Cyclical nature of the illness across time 4

III Consequences Impact of the illness 6

IV Personal control Caregiver’s ability to control the illness 5

V Treatment control Effectiveness of any treatment or approach to control or cure the illness 5

VI Illness coherence The extent to which a caregiver understands the illness 5

VII Emotional representations Caregivers’ emotional experience of their child’s illness 6

Causal attribution

I Psychological attributions Stress or worry, mental attitude, family problems, work, emotional state,

personality

6

II Risk factors Heritable, diet, behavior, age, smoking, poor medical care in the past 6

III Immunity Germ, virus, pollution in the environment, immunity 3

IV Accident or change Chance, accident, or injury 2

Barriers

I Diagnosis Barriers to diagnosis 5

II Treatment Barriers to treatment 5

III Self-perceived understanding and

access

Accessibility and understanding of disease 4

IV Trust Level of trust 6

V Health literacy Health literacy 7
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validity index was computed for each item and revised as
needed.12 The final questionnaire consisted of 16 sections
(plus demographics). Instrument revision included changes
to the barrier section of the questionnaire, item wording,
matrix, and format only if there was near universal consensus
of their meaning. Iterative changes were made to the barrier
section based on suggestions and comments obtained from
the stakeholders and were revised and reduced accordingly.13

The final questionnaire is available upon request.

Study Population
We included children 4 years of age and younger at the time of
recruitment with a prior diagnosis of bronchiolitis, reactive
airway disease (RAD), wheezing, recurrent wheezing, or asthma,
whose parents or caregivers consented to participate. Diagnoses
included were based on the International Classification of
Diseases, 10th edition (ICD-10): acute bronchiolitis unspecified
(J21.9), acute bronchiolitis (J21), acute viral bronchiolitis (J21.8),
respiratory syncytial virus bronchiolitis (J21.0), acute bronchiolitis
due to the respiratory syncytial virus (J21.0), acute bronchiolitis
with bronchospasm (J21), bronchiolitis due to human metapneu-
movirus (J21.1), history of bronchiolitis (Z87.9), adenoviral bron-
chiolitis (B97.0), bronchiolitis caused by influenza virus (J11.1),
wheezing not otherwise specified (R06.2), and unspecified
asthma, uncomplicated (J45.909). We excluded children aged 5
years or older, and patients with a history of prematurity and/or
comorbidities (ie, chronic lung disease, bronchopulmonary dyspla-
sia, bronchiectasis, cystic fibrosis, congenital heart disease, immu-
nodeficiency, neurologic condition).

Outcome Measures
Primary outcome measures included the identification of cog-
nitive representation of illness, and causal attributions of
caregivers whose children had a respiratory illness; the iden-
tification of personal barriers of caregivers whose children
had a respiratory illness; and the correlation between the
IPQ-R scales and personal barriers. Secondary outcomes
include demographics.

Statistical Analysis
Data were analyzed using descriptive statistics for each item to
describe the cognitive representation, causal attribution, and per-
sonal barriers. Categorical variables were analyzed using fre-
quency and percentages. Continuous variables were analyzed
using means and standard deviation if normally distributed, or
median and interquartile ranges (IQR, [Q1-Q3]). The level of
agreement was measured as a conceptually continuous variable
ranging from 1 to 5 with 1 being “Strongly disagree” and 5
being “Strongly agree.” The mean and total scores for each sub-
scale were calculated. The internal consistency reliability for
each subscale within the IPQ-R was assessed using
Cronbach’s alpha (α) statistic ranging from 0 to 1 where a
higher value indicates a higher correlation among the items.

High Cronbach’s alpha values indicate that response values
for each participant across a set of questions are consistent.14

An alpha score higher than 0.7 was characterized as acceptable.
The correlation between questionnaire items and subscales was
performed with a Pearson 2-tailed correlation coefficient.
Assuming values of at least 10% for each variable, applying
the rule of 10 for logistic regression,15 we estimated a sample
size between 75 and 150 usable surveys. A P-value less than
.05 was considered statistically significant, with an alpha of
0.05, a beta of 0.8, and a confidence interval of 95%. The
Statistical Package for the Social Sciences (SPSS) 28.0 was
used for all analyses.

Results
We identified 700 patients who visited the ED, pulmonary
clinics, or satellite primary care clinics with the diagnoses of
interest during the study period. One-hundred seventy-two
patients (25%) did not have a documented telephone number,
70 caregivers (10%) declined to participate in the study, and
427 (61%) did not answer the phone, requiring a callback.
Out of 458 potential participants, we screened 150 caregivers
(33%), and 75 were surveyed after meeting the inclusion criteria
(100% completion rate). The time lag between the children’s
age from a prior diagnosis to the time of recruitment ranged
from 3 months to 4 years. The median child age was 3 years
(IQR, 2-4 years). Most caregivers were of Hispanic or Latino
ethnicity (41, 55%), followed by White or Caucasian (22,
29%). The most common healthcare coverage was public (40,
53%), followed by private insurance (21, 28%). The non-

Table 2. Principal Components Analysis of the Illness Perception

Questionnaire-Revised (IPQ-R) and Barriers.

Scales Alpha (α)

Cognitive representation

Timeline acute/chronic 0.829

Timeline cyclical 0.761

Consequences 0.818

Personal control 0.705

Treatment control 0.599

Illness coherence 0.849

Emotional representations 0.813

Causal attribution

Psychological attributions 0.903

Risk factors -

Immunity -

Accident or change -

Barriers

Diagnosis 0.633

Treatment -

Self-perceived understanding and access 0.540

Trust -

Primary care provider 0.923

Emergency department 0.974

Pulmonary provider 0.957

Health literacy -

Acceptance of tool 0.785
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mutually exclusive distribution of respiratory diseases among
children was bronchiolitis (38, 51%), RAD (26, 35%), wheez-
ing (33, 44%), and asthma (25, 33%). Most recruited caregivers
came from the ED (67, 89%). We found no statistical signifi-
cance between respiratory disease and recruitment location.
Most caregivers identified that they spoke and wrote English
(71, 95%) and/or Spanish (46, 61%) fluently.

The Cronbach alpha for selected subscales is presented in
Table 2. The cognitive representation subscale ranged from
0.59 for the treatment control to 0.84 for the illness coherence
dimension. Among the cognitive representation subscale,
illness coherence (α=0.849) which represents the perception
that the caregiver understands the illness was found to be
most often correlated with other study variables. Greater
illness coherence of an acute pediatric respiratory illness
was correlated with a greater sense of personal control (r=
0.31, P< .01), less emotional reaction (r=−0.34, P< .01),
less psychological burden (r=−0.36, P < .01), fewer barriers
to diagnosis (r=−0.22, P< .05), lower misunderstanding of
the treatment goal (r=−0.52, P< .01), and less mistrust of
the primary care provider (PCP) (r=−0.23, P< .05). There
was no correlation between illness coherence and receiving
education on the patient’s current illness from a provider.
Among the causal attribution subscale, psychological attribu-
tions (α=0.903) such as stress, worry, emotional state, and
mental attitude were found to be most often correlated with
other study variables. Immunity, however, received the
highest endorsement of agreement among caregivers (41,
54%). Among risk factors, 37% (28) of caregivers believed
that a respiratory illness was hereditary and 35% (26)
believed that it was due to age. Among the barrier subscale,
barriers to receiving an accurate diagnosis (α=0.633) were
found to be most often correlated with other study variables.
Barriers to diagnosis are associated with a chronic illness (r=
0.48, P< .01), cyclic illness (r= 0.34, P < .01), negative con-
sequences (r= 0.35, P< .01), less illness coherence (r=
−0.22, P< .05), more psychological burden (r= 0.36, P<
.01), and mistrust of the ED (r= 0.39, P< .01). The agree-
ment among caregivers about the presence of barriers
yielded 26% (20) for diagnosis, 58% (44) for treatment,
15% (11) for self-perceived understanding and access, 4%
(3) for trust, and 5% (4) for health literacy. Among the
barrier subscale, trust shows the highest internal consistency,
and reliability, and was most often correlated with health lit-
eracy. The correlation between barriers in trust and health lit-
eracy is presented in Table 3. Overall, receiving education on
the patient’s current illness from a provider leads to less mis-
trust in a specific clinical setting (P< .05). About 5% (4) of
caregivers identified a language barrier.

Discussion
Illness perception involves a patient’s cognitive appraisal and
personal understanding of a medical condition and its poten-
tial consequences.16,17 It focuses on how an individual, in this
case, a caregiver experiences andmentally frames living with a

pediatric respiratory disease3,17; and whether their distress is
associated with symptoms, causes, consequences experienced,
and treatments. The cognitive representation component refers
to the mental processes involved in acquiring, processing, and
using knowledge. It also encompasses the concepts and attri-
butes that reflect a person’s comprehension and knowledge,
in this case of a pediatric respiratory disease. Our findings
show that within the cognitive representation, the extent to
which caregivers understand the disease (ie, illness coherence)
is most significantly correlated with the presence of barriers.
However, these correlations show questionable magnitude,
possibly due to the low sample size, the complexity of the
respiratory disease, or the specificity of personal barriers to a
particular population.

Our findings show that caregiver trust varies between
provider specialties. Mistrust of the PCP is related to less
illness coherence; hence, caregivers who do not trust their
PCP have less understanding of the disease. The PCP is
trusted more than providers in the ED, who are trusted
more than the pulmonary subspecialist. A potential explana-
tion is that PCPs can foster a more established relationship
with patients and caregivers over extended periods due to
continuity of care, in comparison to ED providers within
the fast-paced nature of the ED, or subspecialists who
provide visits spaced by prolonged periods. Another
reason might be that conditions that are acute and/or cyclical
might require more interaction with ED providers as emer-
gencies are recurrent. This might also result in higher mis-
trust between caregivers and medical providers in the ED.
Most studies have developed clinical guidelines for the diag-
nosis and management of bronchiolitis in the ED and acute
care,18,19 but there is seldom any information on what that
may look like in primary care.20 Hence, the best approach
to mistrust is to address diagnostic and treatment incon-
gruencies at the primary care level. Mistrust is correlated
to lower acceptance of a diagnosis or therapeutic tool and
a delay or variability in diagnoses. Receiving education
about an illness correlates with decreased mistrust but is
provider-specific. The trust developed in one provider
does not transfer to trust in another provider. Literature
states that there is strong evidence for positive influences

Table 3. Correlation Between Barriers in Health Literacy and

Mistrust.

Scales Mistrust

Barriers—Health Literacy PCPa EDb Pulmonary

Received education—PCPa −0.499** −0.297** −0.091
Received education—EDb −0.230* −0.695** −0.095
Received education—

Pulmonary Clinic

−0.179 −0.387** −0.902**

Acceptance of tool −0.337** −0.625** −0.584**
aPrimary care physician.
bEmergency department.

**Pearson correlation is significant at the 0.01 level (2-tailed).

*Pearson correlation is significant at the 0.05 level (2-tailed).
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of patient-centered care and that caregivers prefer to seek
health information directly from a provider that is consid-
ered easy to understand and credible, which may vary
between providers.21,22 Causal attribution of illness influ-
ences the type of treatment patients seek and the actions
they take to control symptoms.23 The beliefs about an ill-
ness’s etiology may affect the patient’s emotional response,
particularly in illnesses in which the etiology is unclear.
Caregivers’ perceptions of the causes of respiratory disease
(ie, causal attribution component) were not as significant as
their perceptions of the disease itself (ie, disease chronicity,
consequences, sense of control, emotional experience) or their
perceptions of barriers to an accurate disease diagnosis and
treatment. This shows that caregivers seem to care more
about the psychological burden of respiratory illnesses than
its etiological component. Constructs that have been identified
as contributing to variations in the diagnosis and management
of disease include uncertainty about clinical practice, the value
of clinical guidelines, and tensions between individual and
organizational practice.24 Receiving education does not corre-
late with caregivers’ perceived understanding of the disease
or treatment (ie, illness coherence). Ultimately, the barrier to
understanding the disease is the process of diagnosis. Scant
literature has described parent expectations as drivers of utiliza-
tion. Conversely, parents generally report a lack of expecta-
tions for tests/treatments and that tests/treatments did not
improve their experience of care.25 Hence, the problem
becomes the diverse approach to the treatment based on
patient diagnosis. To improve caregivers’ buy-in, there needs
to be a standardized approach such as a tool or the implemen-
tation of personalized medicine that can be applied to the diag-
nosis of the respiratory illness, which may drive the
less-is-more approach to bronchiolitis care. This finding
helps to justify our study design, where we included the con-
ditions of asthma, RAD, recurrent wheezing, and bronchiolitis.
Authors have failed to elucidate or clarify the differences
between early childhood asthma, RAD, recurrent wheezing,
and bronchiolitis.26 For example, the term “reactive airway
disease” has no agreed-upon definition and based on the
Canadian Thoracic Society and Canadian Pediatric Societies’
recommendations, the term should no longer be used.27

Furthermore, a first episode of viral-triggered wheezing
under the age of 2 years may be labeled bronchiolitis,
whereas the recurrence of wheezing may be called preschool
asthma.26 Lastly, studies suggest that bronchiolitis early in
life is a major risk factor for subsequent wheezing episodes
and asthma.28–30 Whether bronchiolitis chronologically pre-
cedes recurrent wheezing, RAD, or asthma in susceptible chil-
dren is uncertain.31 What remains clear is the need to develop
definitions that may be used in the diagnosis of children with
respiratory diseases. This information is necessary to develop
effective diagnostic, therapeutic, and communicative
approaches to facilitate joint medical decision-making among
providers and caregivers, as well as to improve caregiver
understanding of the disease and decrease associated barriers
to medical care.

Limitations
Our study faces the limitations inherent to all questionnaire-
based research, such as amoderate response rate. This question-
naire was disseminated among a specific subset of caregivers
who had visited the ED, pulmonary clinics, or satellite
primary care clinics belonging to our university-affiliated, free-
standing pediatric hospital in Central Florida, which affects its
generalizability. Given that the recruitment of caregivers
includes a wide time lag ranging from 3 months to 4 years,
our population may have been subjected to telescoping bias.
Our results may overestimate the level of knowledge and
awareness of pediatric respiratory illnesses when considering
that the caregivers who chose to participate may have been
more knowledgeable than those who declined to participate in
the study. We did not inquire about the caregiver’s education
level, socioeconomic status, or social determinants of health
which play a role in the caregiver’s understanding of a
disease. We did not complete a full principal components anal-
ysis to identify factors within the IPQ-R as there was not a suf-
ficient sample size to do so meaningfully. Recall bias may be
present in those participating in the telephone questionnaires
and underrepresentation of certain demographic groups regard-
ing illness perception and needs assessment in the community,
such as gender of the caregiver or cultural background, may be
present. This study benefited from the utilization of a standard-
ized and validated questionnaire on key components of illness
perception. The barriers component of this questionnaire was
developed using a community-guided approach through con-
tinuous stakeholder engagement. The barriers put forth by the
stakeholders may be particular for the population under study
or the geographical location where the study took place,32

and therefore may not be generalizable.

Conclusion
Understanding caregivers’ perceptions of respiratory diseases
will lead to better acceptance of treatment. We need to standard-
ize the language used to talk to families. Our aim should be to
clarify and minimize the clinical difficulties of differentiating
acute bronchiolitis from viral-induced wheezing, RAD, and
the first episode of asthma in older infants. Therefore, creating
coherence throughout the healthcare system in the diagnosis
and treatment of respiratory diseases should translate to better
acceptance of treatment. Identifying caregivers’ gaps in knowl-
edge will help establish a cohesive approach to personalized
treatment of respiratory diseases in children and their diagnosis.

Declaration of Conflicting Interests
The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding
The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This pub-
lication was supported by the [AHRQ-PCORI funded] PEDSnet

Rivera-Sepulveda et al 5



Scholars Training Program [(5K12HS026393-03)], which is a
national faculty development program that trains individuals in
the competencies of learning health systems science.

ORCID iD
Andrea Rivera-Sepulveda https://orcid.org/0000-0002-8423-3981

References

1. Petrie KJ, Jago LA, Devcich DA. The role of illness perceptions
in patients with medical conditions. Curr Opin Psychiatry.
2007;20(2):163‐7.

2. Leventhal H, Benyamini Y, Brownlee S, et al. Illness represen-
tations: theoretical foundations. In: Petrie KJ, Weinman J, Eds.
Perceptions of health and illness. Harwood Academic
Publisher; 1997:19‐45.

3. Weinman J, Petrie KJ. Illness perceptions: a new paradigm for
psychosomatics? J Psychosom Res. 1997;42(2):113‐6.

4. Diefenbach M. Illness Representations. Health Behavior
Construct: Theory, Measurement & Research. National
Cancer Institute; 2007. chrome-extension://efaidnbmnnnibp-
cajpcglclefindmkaj/https://cancercontrol.cancer.gov/sites/default/
files/2020-06/illness_representations.pdf

5. Kennedy BM, Rehman M, Johnson WD, Magee MB, Leonard
R, Katzmarzyk PT. Healthcare providers versus patients’
understanding of health beliefs and values. Patient Exp J.
2017;4(3):29‐37.

6. ChenX,Hay JL,WatersEA, et al.Health literacy anduse and trust
in health information. J Health Commun. 2018;23(8):724‐34.

7. Sekhon M, Cartwright M, Francis JJ. Acceptability of health-
care interventions: an overview of reviews and development
of a theoretical framework. BMC Health Serv Res.
2017;17(1):88.

8. Campbell A, Hartling L, Louie-Poon S, Scott SD. Parent expe-
riences caring for a child with bronchiolitis: a qualitative study.
J Patient Exp. 2020;7(6):1362‐8.

9. Lane JE, Foster BA. Patient-centered outcomes in bronchiolitis.
Hosp Pediatr. 2024;14(3):172‐9.

10. Moss-Morris R, Weinman J, Petrie K, Horne R, Cameron L,
Buick D. The revised illness perception questionnaire
(IPQ-R). Psychol Health. 2002;17(1):1‐16.

11. Weinman J, Petrie KJ, Moss-morris R, Horne R. The illness per-
ception questionnaire: a new method for assessing the cognitive
representation of illness. Psychol Health. 1996;11(3):431‐45.

12. Larsson H, Tegern M, Monnier A, et al. Content validity Index
and intra- and inter-rater reliability of a new muscle strength/
endurance test battery for Swedish soldiers. Chiba-Falek O,
ed. PLoS ONE. 2015;10(7):e0132185.

13. Rivera-Sepulveda AV, Rebmann T, Gerard J, Charney RL.
Physician compliance with bronchiolitis guidelines in pediatric
emergency departments.Clin Pediatr (Phila). 2019;58(9):1008‐18.

14. Tavakol M, Dennick R. Making sense of Cronbach’s alpha. Int
J Med Educ. 2011;2:53‐5.

15. Hosmer D, Lemeshow S. Applied logistic regression. 2nd ed.
Wiley Online Books; 2000.

16. BroadbentE,WilkesC,KoschwanezH,WeinmanJ,NortonS,Petrie
KJ.A systematic reviewandmeta-analysis of the brief illness percep-
tion questionnaire. Psychol Health. 2015;30(11):1361‐85.

17. Sawyer AT, Harris SL, Koenig HG. Illness perception and high
readmission health outcomes. Health Psychol Open.
2019;6(1):205510291984450.

18. Ralston SL, Lieberthal AS, Meissner HC, et al. Clinical practice
guideline: the diagnosis, management, and prevention of bron-
chiolitis. Pediatrics. 2014;134(5):e1474‐1502.

19. Fujiogi M, Goto T, Yasunaga H, et al. Trends in bronchiolitis
hospitalizations in the United States: 2000–2016. Pediatrics.
2019;144(6):e20192614.

20. Kirolos A, Manti S, Blacow R, et al. A systematic review of
clinical practice guidelines for the diagnosis and management
of bronchiolitis. J Infect Dis. 2020;222(Supplement_7):S672‐9.

21. Rathert C, Wyrwich MD, Boren SA. Patient-centered care and
outcomes: a systematic review of the literature. Med Care Res
Rev. 2013;70(4):351‐79.

22. Campbell A, Hartling L, Louie-Poon S, Scott SD. Parents’
information needs and preferences related to bronchiolitis: a
qualitative study. cmajo. 2019;7(4):E640‐5.

23. Gómez-de-Regil L. Causal attribution and illness perception: a
cross-sectional study in Mexican patients with psychosis.
Scientific World J. 2014;2014:969867.

24. Hancock HC, Close H, Fuat A, Murphy JJ, Hungin APS, Mason
JM. Barriers to accurate diagnosis and effective management of
heart failure have not changed in the past 10 years: a qualitative
study and national survey. BMJ Open. 2014;4(3):e003866.

25. Tyler A, Dempsey A, Spencer S, et al. Do the guidelines apply?
—A multisite, combined stakeholder qualitative case study to
understand care decisions in bronchiolitis. Acad Pediatr.
2022;22(5):806‐17.

26. Kuzik Brian A. Maybe there is no such thing as bronchiolitis.
CMAJ. 2016;188(5):351‐4.

27. Ducharme FM, Dell SD, Radhakrishnan D, et al. Diagnosis and
management of asthma in preschoolers: a Canadian Thoracic
Society and Canadian Paediatric Society position paper.
Paediatr Child Health. 2015;20(7):353‐61.

28. Piedimonte G. Contribution of neuroimmune mechanisms to
airway inflammation and remodeling during and after respira-
tory syncytial virus infection. Pediatr Infect Dis J. 2003;22(2
Suppl):S66‐74; discussion S74-75.

29. Yoshihara S, Kusuda S, Mochizuki H, et al. Effect of palivizu-
mab prophylaxis on subsequent recurrent wheezing in preterm
infants. Pediatrics. 2013;132(5):811‐8.

30. Beigelman A, Bacharier LB. The role of early life viral bron-
chiolitis in the inception of asthma. Curr Opin Allergy Clin
Immunol. 2013;13(2):211‐6.

31. Meissner HC. Selected populations at increased risk from respi-
ratory syncytial virus infection. Pediatr Infect Dis J.
2003;22(Supplement):S40‐5.

32. Allen LN, Azab H, Jonga R, et al. Rapid methods for identify-
ing barriers and solutions to improve access to community
health services: a scoping review protocol. BMJ Open.
2023;13(3):e066804.

6 Journal of Patient Experience

https://orcid.org/0000-0002-8423-3981
https://orcid.org/0000-0002-8423-3981

	 Introduction
	 Methods
	 Study Design
	 Data Collection Instrument
	 Study Population
	 Outcome Measures
	 Statistical Analysis

	 Results
	 Discussion
	 Limitations

	 Conclusion
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


