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What is already known on

this topic? Abstract

Family-Centered Care (FCC) isa
globally accepted philosophy in
pediatric nursing that promotes
partnership,  communication,
and shared decision-making
between healthcare providers
and families. Parental
involvement in pediatric care
reduces child and parent
anxiety, improves cooperation
during procedures, and prepares
families for post-discharge
care. Most existing evidence on
FCC practices and challenges
originates from high-income or
Western countries, with limited
exploration in low- and middle-
income settings, particularly
outside neonatal units.

What this study adds on this
topic?

This study provides context-
specific insights into how
pediatric nurses practice FCC
in an Indian public tertiary
care hospital,  highlighting
both enablers and disablers
from the nurses’ perspective.
It identifies unique barriers
to FCC implementation in
the Indian setting, including
language barriers, dysfunctional
parental behaviours, medical
dominance, and the absence
of formal FCC policies. The
findings emphasize the need
for culturally adaptable FCC
policies, structured orientation,
and in-service education to
strengthen FCC practice in
pediatric units in resource-
constrained settings.

Corresponding Author: Hepsi Bai Joseph

AIM: The current study aimed to explore the practice of pediatric nurses in family-centered care (FCC) in
pediatric settings.

METHODS: A qualitative phenomenological descriptive design was used to explore the practice of FCC
among pediatric nurses. Pediatric nurses worked in medical, surgical, and intensive care units of a tertiary
care public hospital in Eastern India. An in-depth face-to-face individual interview was conducted using
a semi-structured interview guide among 15 nurses. Content analysis was done, and data were managed
using NVIVO software.

RESULTS: The two main themes that emerged from the data on the practice of FCC were “Enablers of
FCC" and "Disablers of FCC.” The subthemes under “Enablers of FCC" were “participation, cooperation,
connectivity, decision making, orientation/awareness,” and the subthemes under "Disablers of FCC" were
“parental resistance, undermining, language barrier, dysfunctional parental behavior, and policy deficit.”
CONCLUSION: Nurses reported barriers that hindered their ability to practice those FCC components.
Nurses acknowledged the willingness of parents in childcare, their participation in decision-making, and
cooperation from parents in childcare. As the FCC has been considered a trend in child care, and when
applied in the Indian scenario, identifying the primary obstacles, orienting the FCC concept, and addressing
cultural differences is highly essential. Before implementing the policy, it can be modified to fit the settings
that contribute to better healthcare.

Keywords: Family-centered care, FCC, pediatric nurses, pediatric unit, practice, ward

Introduction

Family-centered care (FCC) is a care approach designed and delivered through mutually
beneficial partnerships among healthcare providers, families, and patients. Pediatric nurs-
ing has adopted FCC as a philosophy of care (Shields et al., 2006). A child’s hospitalization
often causes anxiety, depression, and stress among parents (Saleeba, 2008). lliness and hos-
pitalization are challenging and stressful experiences for both children and their families.
Hospitalization affects the entire family system; therefore, relatives should also be at the cen-
ter of the healthcare team’s attention (Jolley & Shields, 2009). Hospital staff and authori-
ties consistently encourage parental involvement in pediatric care. The presence of a family
member during hospitalization can significantly reduce anxiety for both the child and parents.
Furthermore, staying with the child helps parents better understand the illness and prepare
for post-discharge care (Hockenberry et al,, 2021). Pediatric healthcare providers play a crucial
role in supporting parents and their sick children as they adapt to hospitalization and work
toward recovery (Trajkovski et al., 2012).
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Based on the premise that child health and family health are
interdependent, FCC is widely recognized as the central phi-
losophy of pediatric nursing. It emphasizes the importance of
family continuity in a child’s life and reinforces family involve-
ment in decision-making related to the child’s health and care
(Maria et al,, 2021). FCC consists of two major phases: Enabling
and Empowering. Enabling involves assisting families in utiliz-
ing their existing abilities and developing new skills required for
caring for their sick children. Empowering strengthens the fam-
ily's capacity to cope with the stress associated with a child’s
illness (Saleeba, 2008). Historically, before World War |, nurses
placed greater emphasis on addressing children’s emotional
needs. However, by the 1920s, after World War Il, parents were
excluded from hospital care due to concerns about infection
control. The psychological effects of separation during wartime
led to the development of FCC in the United Kingdom (Jolley
& Shields, 2009). In subsequent decades, consumer-led move-
ments in the 1960s and 1970s, along with professionals in child
development, health, and education, advanced the concept fur-
ther. These developments prompted US federal legislation sup-
porting family-centered practices, particularly for children with
special healthcare needs.

Countries such as the United States, Sweden, Canada, Japan,
Italy, and Australia have adopted FCC. In neonatal settings, FCC
has demonstrated the potential to improve outcomes in low-
and middle-income countries (LMICs) with a high burden of
preterm births. Therefore, the implementation process should
be documented, and the model’s feasibility and acceptability in
low-resource settings should be examined (Maria et al., 2021).
Beyond neonatal units, FCC principles have also been extended
to pediatric wards. However, most of the existing literature
focuses on Western contexts, and there is limited evidence
from India outside neonatal care. Hence, the present study
aimed to explore pediatric nurses’ practices related to FCC in a
public tertiary care hospital in eastern India.

Individual, face-to-face, in-depth interviews were conducted
in quiet rooms within the respective wards using a semi-
structured interview guide (attached as an annex) to explore
nurses’ FCC practices. Repetition in participants’ responses
was observed after the 13th and 14th interviews. Data satu-
ration was reached after the 15th interview, as no new infor-
mation emerged regarding perceptions and practices of FCC.
Data collection was therefore concluded. Audio recordings were
coded to ensure anonymity, for example, N1 (Nurse 1), PSW
(Pediatric Surgery Ward), PMW (Pediatric Medicine Ward), and
PICU (Pediatric Intensive Care Unit).

Research Question
1. The study intended to explain the research question: How
do pediatric nurses practice Family-Centred Care (FCC) in
clinical settings?
Methods
Study design

A qualitative descriptive phenomenological design was used in
this study, which was reported based on Consolidated Criteria

for Reporting Qualitative (COREQ) research guidelines (Table 1)
(Tong et al., 2007).

Ethical approval was obtained from the Institutional Ethics
Committee of AIIMS Bhubaneswar (08/14.08.2021). Written
informed consent was obtained from all participants included
in the study..

Sample

Fifteen nurses working in pediatric units participated in the
study after being informed about its purpose through a par-
ticipant information sheet. A maximum variation sampling
technique was employed to select nurses from different pedi-
atric areas—medical, surgical, and pediatric intensive care unit
(PICU), irrespective of job category (regular or contractual) or
gender (male/female), with a minimum of six months of experi-
ence in pediatric care.

Data Collection Tools

Individual, face-to-face, in-depth interviews were conducted in
quiet rooms within the respective wards using a semi-structured
interview guide to explore nurses' FCC practices. The interview
guide consists of three domains on FCC practice in the clinical
setting, including facilitators, barriers, and nurses’ expectations
for FCC clinical practice, with relevant probes for each domain
(See supplementary file). Repetition in participants' responses,
which was observed after the 13th and 14th interviews. Data
saturation was reached after the 15th interview, as no new
information emerged regarding perceptions and practices of
FCC. Data collection was therefore concluded. Audio recordings
were coded to ensure anonymity, for example, N1 (Nurse 1),
PSW (Pediatric Surgery Ward), PMW (Pediatric Medicine Ward),
and PICU (Pediatric Intensive Care Unit).

Data analysis

Data analysis and data management were done using NVivo-
12 (QSR International, Australia). Table 1 outlines the strat-
egies used to maintain credibility and reliability (rigor) in the
study. To further ensure rigor, the Consolidated Criteria for
Reporting Qualitative Research checklist (Tong et al., 2007)
was applied.

Ethical consideration

Ethical approval was obtained from the Institutional Ethics
Committee of AIIMS Bhubaneswar (08/14.08.2021). Written
informed consent was obtained from all participants, with con-
fidentiality assured and the use of audio recording during inter-
views explained.

Results

The demographic characteristics of pediatric nurses who par-
ticipated in the study are mentioned in Table 2. The qualitative
findings were illustrated through an inductive process of data
analysis. After coding the significant statements from the tran-
script of participants, the meaningful codes were condensed
to subthemes and subsequently to themes. The quotes from
the participants support the findings. Figures 1 and 2 show how
themes and subthemes emerged from condensing the codes
under practice on the FCC.
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Table 1.

Consolidated Criteria for Reporting Qualitative Research Checklist

Item

Description

Domain 1: Research Team and Reflexivity
Personal characteristics
Interviewer/facilitator

Credentials

Occupation

Gender

Experience and training relationship with
participants

Relationship with participants

Relationship established

Participant knowledge of the interviewer
Interviewer characteristics

Domain 2: Study Design

Theoretical framework

Methodological orientation and theory

Participant selection

Sampling
Method of approach

Sample size
Nonparticipation
Setting

The setting of data collection
Presence of nonparticipants
Description of sample

Data collection

Interview guide

Repeat interviews
Audio/visual recordings

Field notes

Duration

Data saturation

Transcript returned

The first author has interviewed all the participants.
The researchers belong to the Ph.D. and M.Sc. backgrounds.

The researcher who conducted the interview was pursuing her M.Sc. in nursing, and the other
researcher was an assistant professor in the College of Nursing, AlIMS, BBSR.

The interview was done by the female researcher.

The female researcher who has done the interviews first conducted a few interviews for her training to
collect in-depth information from actual participants. Other researchers had significant experience in
qualitative studies.

The researcher has established a relationship with the participants during her clinical posting and while
arranging the interview schedules prior to the interview through direct meetings.

The participants knew the researcher's credentials and the purpose of doing research.

All the nurses will express their subjective feelings to the researcher.

The qualitative descriptive design was adopted for the study to explore the perception and practice by
pediatric nurses on “Family-Centered Care"(FCC).

The purposive sampling was used to select the participants who were nurses working in different
pediatric units of AlIMS, Bhubaneswar (PICU, pediatric medicine ward and pediatric surgery ward).

The researcher approached all the nurses who fulfilled the inclusion criteria and who were willing to
participate and available at the time of study was included till data saturation was obtained.

A total of 15 participants participated in the study.

Neither participant refused nor dropped out.

The data collection was done in a separate room in the respective wards and PICU, which ensured a
calm, quiet, and disturbance-free environment while maintaining confidentiality.

No one was present besides the participants and the researcher. The interview was conducted in a
private room where only the researcher and interviewee were present.

Most of the study participants were females, BSc nursing graduates, and had more than one year of
working experience in pediatric unit.

An IDI-guide was made before conducting the interview, which was validated by the experts,
containing various prompts in between to get more information.

No repeat interviews were conducted in the study.
All the interviews (audio) were recorded in a safe gadget to maintain privacy.

Field notes were made during interviews and ward postings, and main points were written with the
emotional, nonverbal characteristics of the participant.

The average duration of the interview ranges from 30 to 40 minutes.

Data saturation was discussed with other researchers. The participant’s response was found to be
repeated after the 13th and 14th interviews. The data saturation was decided after the 15th interview,
as no new information was obtained further.

After the data analysis, the results were shown to the randomly selected participants, and asked for
their comments and agreement with the results.

(Continued)
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Table 1.

Consolidated Criteria for Reporting Qualitative Research Checklist (Continued)

Item Description

Domain 3: Analysis and Findings

Data analysis: Thematic conventional analysis method of qualitative data analysis was used.

Number of data codes

The primary author has coded all the data, where she got a total of 34 codes under perception and 69

codes under practice from 15 interviews.

Description of the coding tree
shown in the manuscript.

Derivation of themes
Software

Participant checking
results presented.

Reporting

Quotations presented

A coding tree was made, and a thematic framework based on the results findings was made and

The themes were derived from the data, i.e., an inductive approach was used to analyze the data.
The researcher used NVivo 12 software for data management.

Yes, the member checking was done after the results were made. All the participants agreed to the

All the themes and subthemes were given with the supporting verbatim or quotation from the

respondent,number N1 (E.g., N1-Nurse 1).

Data and findings consistent

The consistency was maintained through the researchers’ prolonged engagement in the study, regular

discussions, peer debriefing, code recoding, and audit trails.

Clarity of major themes
practice.

Clarity of minor themes

A total of four major themes are presented in the findings. Two themes, each under perception and

A total of 15 subthemes are presented in the findings, with 5 subthemes under perception on FCC and

10 under practice of FCC, with thick descriptions and quotations.

Practice on Family-Centered Care Among Pediatric Nurses
The findings were illustrated through an inductive process of
data analysis. After coding the significant statements from
the transcript of participants, the meaningful codes were con-
densed to subthemes and subsequently to themes. The quotes
from the participants support the findings. Figures 1 and 2 show
how themes and subthemes emerged from condensing the
codes under practice on the FCC.

Theme 1: Enablers of Family-Centered Care

Subtheme 1.1: Participation

Nurses included parents in fulfilling the majority of the needs
of the admitted child. They suggested that it also benefited
the child in many aspects. Involving the parents in simple pro-
cedures and providing medication helped them gain the child’s
cooperation. Involving parents and family members in giving
care helped maintain the child’s hygiene. The parents' willing-
ness to participate in caring for their child allowed nurses to
practice FCC's components.

We involve parents in morning routine care, maintain-
ing personal hygiene, etc. During the admission time,
we inform parents about how to take care of the child’s
hygiene, hand hygiene practices, cover and keep the baby
warm in cold weather, etc.

(N13, PMW)
Subtheme 1.2: Cooperation

Nurses always face difficulty in gaining cooperation between
the children and the parents; the pediatric nurses have

informed us of a few interventions that could help ensure
cooperation between the child and family. Nurses made the
parents participate in patient care activities by which par-
ents were oriented, which helped orient them to the envi-
ronment. Through this, parents built trust with the nurses,
which helped nurses gain the necessary cooperation of the
child and the family.

Children are not that cooperative with us, but when par-
ents are there, they are a little more cooperative with us.
Infants are more comfortable with parents only.

(N12, PICU)

In holding the child in mother's lap. It comforts the child,
the mother also consoles the child, as the child easily
understands their mother.

(N1, PMW)

Subtheme 1.3: Connectivity

The nurses working in the hospital were from different states
of India. Even though they had limitations in communication,
they were trying their best to overcome those limitations and
were ready to maintain proper communication with the family
and the child. Various factors helped them overcome the lan-
guage barrier that the nurses faced so that they could practice
the communication component in a way that would benefit the
children and their families.

I learned by hearing every day from parents and staff, and
since it's children we are dealing with, we don’t have that
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Table 2.
Socio-Demographic Characteristics of the Study Participants (N=15)

Variables Frequency Percentage (%)
Age

a) <25 years 2 13.3
b) 26-35 years 12 80
c) >35 years 1 6.7
Gender

a) Male 4 26.7
b) Female 11 73.3
Marital status

a) Married 7 46.7
b) Unmarried 8 53.3
Number of children

a) Nil 1 73.3
b) One 3 20
c) Two or more 1 6.7
Quialification

a) PBBSc (N) 2 13.3
b) BSc nursing 9 60
c) MSc nursing 4 26.7
Total-experience

a) 6 months-1 year 4 26.7
b) >1-3 years 6 40.0
c) >3-5 years 3 20
d) >5 years 2 13.3
Total experience in the pediatric area

a) 6 months—1 year 6 40
b) >1-3 years 8 53.3
c) >5 years 1 6.7
Job pattern

a) Permanent 12 80
b) Contractual 3 20
The current area of work

a) Pediatric medicine 5 33.3
b) Pediatric surgery 5 333
¢) PICU 5 33.3

much to speak with children. Only with parents we need
to talk.

(N12, PICU)

Subtheme 1.4: Decision Making

Nurses expressed child’s care, as they were not mature enough
to consent. They shared the need to be involved in decision-
making regarding the child's treatment through verbal or

written consent. Even though nurses were not involved in deci-
sion-making, they made sure that the parents ultimately made
the decision, with the help of the physicians.

We used to take consent at the time of admission after
giving health education.

(N12 PICU)

For cannulation and all, we are taking verbal consent
because written consent is not needed.

(N14, PSW)

Subtheme 1.5: Orientation/Awareness

Nurses were aware of the need to practice FCC and the com-
ponents of FCC in different aspects, even though they did not
know the conceptual meaning of FCC and its components. The
nurses practiced the majority of the components of FCC in the
best possible way.

Parents or family members should be allowed to be with
the admitted child because parents have to understand
the treatment, and parents need to be involved in the
treatment. Because parents will be inquisitive about what
is happening to their child.

(N2, PSW)
Theme 2: Disablers of FCC

Subtheme 2.1: Parental Resistance

The parents helped the nurses gain cooperation from the
child and performed various nursing procedures hassle-free.
However, few parents were still unwilling to cooperate and be
involved in the child’'s care due to many factors that made it
challenging for nurses to perform their tasks.

Sometimes, for intravenous cannulation, parents will
not allow the insertion of a cannula. Sometimes we
can't get the line done in one or two pricks—that time,
we need to go for more pricks to fix the cannula. We are
forced to do it for cannulation and blood sampling. Par-
ents are not allowing for more pricks that are hindering
our work.

(N4, PMW)

Subtheme 2.2: Undermine

Nurses reported some practices that had reduced the chance
of practicing the FCC components. Ineffective collaboration
among the health team members and misconceptions among
the nurses made it hard to implement these components
of FCC.

The thing is we know about the disease condition; we
know because we have studied about the condition. We
know the things, but when parents ask if we are explaining
the things in depth, once the consultant comes for rounds,
the parents will tell them the sister told these all things,
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Figure 1.
Subthemes, Codes on Enablers of Family-Centered Care (FCC).

which may be an issue. So, most don't explain to them
that much about the disease condition. If they ask about
prognosis or treatment, | will ask the doctor. | don’t answer
them usually.

(N2, PSW)

Subtheme 2.3: Language Barrier

The most difficult issue faced by pediatric nurses in the work
setting was the language issue. Since most nurses did not
know the regional language, Odiya, they faced difficulty main-
taining proper communication with the child and parents. Due
to the language difficulty, nurses faced problems in making

the parents participate in care activities, effectively commu-
nicating with them about the treatment, sharing information
regarding the child’s condition, and involving them in decision-
making. The reason was that the nurses who worked in the
pediatric ward came from different geographical areas/states
of India.

Sometimes... maybe most of the time, | can understand
what parents are saying. Sometimes, if | cannot under-
stand what they are saying, | ask for help from those who
know Odia (Regional language).

(N3 PICU)
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Subtheme 2.4: Dysfunctional Parental Behaviur

Nurses reported that even though a few parents were very
cooperative, some parental actions and presence had made the
shifts more hectic, and nurses got irritated. Some parents were
over-concerned unnecessarily. Many of the parents had a list of
never-ending doubts.

Sometimes even every hourly parent wants to know about
the child’s condition or if the patient is stable then also
they need their child to be monitored each second. They
are so demanding.

(N4, PMW)

Subtheme 2.5: Policy Deficit

The nurses accepted the practice of FCC, and its
components were beneficial to the child and the family.
They also reported some demerits about the FCC concept
if it is wholly implemented as a policy from their perspec-
tive. FCC was an idea or notion practiced well in the Western
setting. Some pitfalls were present in the Indian scenario.
That could be considered a deficiency or demerit of the

policy.

It is beneficial for nurses, but it is not good if parents
are more involved. If some patient has one attended
when required, then it's okay. Otherwise, it is a source of
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infection like they will bring infection from outside if they
visit so much.

(N7, PSW)
Discussion

The findings of the study provided deeper insights into the
practice of FCC. Nurses shared their perspectives on factors
that facilitate and hinder FCC implementation. They expressed
concern about the time spent engaging with families and the
verbal or physical threats occasionally received from parents
(Coats et al, 2018). In the present setting, nurses involved par-
ents in most care activities, from meeting basic needs to assist-
ing during invasive procedures. Similar studies revealed that
parents often feared making mistakes, even in tasks they were
confident performing at home (Shields et al., 2006). Nurses
viewed this parental involvement as essential preparation for
caregiving after discharge. Since self-management of chronic
illnesses emphasizes family involvement in a child's well-being,
nurses trained parents for long-term care responsibilities
(Franck & Callery, 2004). Previous findings also reported that
discharged families sometimes felt intimidated and insecure
about providing care (Trajkovski et al.,, 2012). Moreover, paren-
tal involvement facilitated nurses’ understanding of the family's
values and beliefs (Boztepe & Kerimoglu Yildiz, 2017). Nurses
regularly assessed families’ understanding and offered expla-
nations until parents grasped the information about childcare.
However, if parents were unreceptive, they struggled to perform
tasks independently. Some nurses trained parents of long-term
patients in procedures such as nasogastric feeding and stoma
care (Done et al., 2020). Considerable time was also spent with
parents facing language barriers to ensure active participation
(Trajkovski et al., 2012).

In the present study, nurses appreciated parents’ emotional
support and presence during procedures as a key component
of participatory care. Research indicates that parents often
wish to be involved but are unsure about the nature of their
participation. Their reasons include concern about entrusting
their child to strangers, desire for consistent care, sense of duty,
and personal hospitalization experiences (Corlett & Twycross,
2006). Nonetheless, some parents in the current setting were
reluctant or resistant to participate, particularly during pro-
longed hospitalizations. Interdisciplinary collaboration was
found to strengthen teamwork and improve decision-making
(Done et al.,, 2020). However, in Thailand, collaboration between
parents and health professionals was limited due to cultural
passivity (Prasopkittikun et al, 2020). In contrast, effective
collaboration was observed in developed countries practicing
FCC. In the present setting, collaboration was generally pos-
sible, though limited among uneducated parents, and further
hindered by medical dominance (Prasopkittikun et al, 2020).
Parents with prior hospitalization experiences were more coop-
erative (Corlett & Twycross, 2006). Nurses also expressed chal-
lenges in managing both critically ill children and their families
(Coats et al., 2018). Here, parents were encouraged to attend
doctors' rounds, promoting shared decision-making, though
other studies deemed this practice time-consuming (Boztepe
& Kerimoglu Yildiz, 2017). Parents elsewhere were eager to

discuss their child’s care (Shields et al., 2006). As in previous
studies, nurses in the current setting obtained parental consent
verbal or written before performing any procedures (Alabdulaziz
etal, 2017).

Communication barriers were another key issue. Similar to
Saudi nurses facing language difficulties (Alabdulaziz et al.,
2017), some nurses in the current setting engaged only in mini-
mal communication. However, effective communication was
found to enhance cooperation (Shields et al., 2006), while lim-
ited interactions often caused misunderstandings (Kjellsdotter
et al, 2018). Information sharing is central to FCC, promoting
the child’s well-being (Done et al., 2020). Some nurses refrained
from sharing information due to perceived lack of authority,
resulting in confusion (Alabdulaziz et al., 2017). Others hesitated
to share updates for fear of misinterpretation or arguments
(Alabdulaziz et al., 2017). In Sri Lanka, nurses acknowledged the
value of accurate communication but feared misinterpretation
(Done et al., 2020). Turkish nurses also believed excessive infor-
mation caused stress among parents (Boztepe & Kerimoglu
Yildiz, 2017). However, most nurses in the present study prac-
ticed transparent communication, considering it integral to FCC.

Consistent with previous findings, ineffective communication
and collaboration hindered role negotiation between parents
and nurses (Corlett & Twycross, 2006). Parents often lacked
sufficient information due to communication gaps, language
barriers, and limited nurse authority (Corlett & Twycross, 2006).
Ineffective communication led to confusion and conflict-
ing messages (Corlett & Twycross, 2006). While some studies
noted that nurses spent considerable time educating parents
(Boztepe & Kerimoglu Yildiz, 2017), those in the present study
found parent involvement time-saving once parents became
competent. In Saudi Arabia, visiting restrictions limited FCC
implementation (Alabdulaziz et al., 2017), whereas in the cur-
rent hospital, family presence was more flexible, with at least
one parent allowed even in the PICU as needed. Nurses reported
challenges when parents were uneducated, noncompliant, or
fatigued due to prolonged stays (Franck & Callery, 2004).

Previous studies identified barriers such as staffing short-
ages, lack of managerial support, cultural challenges, resource
limitations, time constraints, communication issues, and nega-
tive attitudes (Boztepe & Kerimoglu Yildiz, 2017; Alabdulaziz
et al, 2017; Harrison, 2009; Sarin & Maria, 2019; Kjellsdotter
et al, 2018; Xiang et al, 2020). Similarly, nurses in this study
cited inadequate manpower, limited family facilities, parental
behavioral issues, and language barriers as obstacles to FCC
implementation. Nurses described FCC as both rewarding and
challenging (Trajkovski et al., 2012). They acknowledged differ-
ences in skill levels, emphasizing that strict FCC policies could
be difficult to enforce. Although healthcare providers viewed
FCC positively, they were concerned about supervision needs,
overcrowding, parental demands, conflicts, infection risk, and
non-cooperation (Sarin & Maria, 2019; Xiang et al., 2020). FCC
fosters partnership, communication, and shared decision-
making, which positively influence child outcomes (Kjellsdotter
et al, 2018). Nurses recommended strengthening parental
counseling and collaborative teamwork rather than exercising
control over families (Kjellsdotter et al., 2018).
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FCC emphasizes that both child- and family-centered
approaches are inseparable, as a child’s care is linked to their
family environment (Franck & Callery, 2004). Pediatric units in
the current setting were renovated to be more child-friendly,
with murals and playrooms (Alabdulaziz et al., 2017). However,
some families were observed sleeping in uncomfortable con-
ditions, indicating inadequate consideration of parental com-
fort (Alabdulaziz et al., 2017). A related study found that 87%
of staff supported FCC policy implementation, and 70% fully
adopted it to ensure a safe care environment. Leadership, mis-
sion alignment, and family support improved under the policy
(Gasparini et al,, 2015). Similarly, in the present setting, staff
recognized and practiced most FCC components but lacked
formal standards or guidelines. Hence, institutional policies
and regulations must be established to ensure consistent FCC
implementation.

Study Limitations

The study was conducted in a single public tertiary care hospital
in Eastern India; therefore, the findings may not be generaliz-
able to different healthcare systems. Only paediatric nurses’
perspectives on Family-Centred Care (FCC) were included; the
views of parents, children, physicians, and hospital administra-
tors were not included. The data were based on self-reported
experiences from face-to-face interviews, which may be sub-
ject to social desirability or recall bias.

Conclusion and Recommendations

To generalize FCC practice, national and international aware-
ness should be boosted to expand the practice. Other health
personnel should also be sensitized to the need for its prac-
tice. As the FCC has been considered a Western concept, when
applied in the Indian scenario or other developing countries,
identifying the primary obstacles and orienting the FCC con-
cept to cultural differences is essential. Before implementing
the policy, it can be modified to fit the setting and contribute
to better healthcare. In-service education should be provided
so that nurses working in the pediatric units can understand
the FCC's concept. The study findings revealed that the hos-
pital administration could effectively manage some factors to
implement the FCC concept. Hospital policymakers can use
this study's findings to implement the FCC and develop policies
supporting FCC.
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