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ABSTRACT 

This study provided an analysis of telephone cal ls made to an 

urban, northeastern pediatric out-patient department. A descriptive 

analysis of 1 year's telephone data was undertaken to provide 

information regarding the reasons for telephone cal ls, age and sex of 

the chi ld, time of cal l, season of the year, and disposition. Caretaker 

satisfaction with the pediatric practitioners' handl ing of the telephone 

cal Is was evaluated by means of a telephone questionnaire. This data 

can be used by nurse educators in planning curricular content related to 

telephone management for advanced pediatric nursing programs. 

The chi ld's age was the most discriminating factor in caretaker 

uti l ization of the telephone service. The most frequent cal ls were made 

during the chi ld's first month of l ife and especial ly during the first 

week. Therefore knowledge of the newborn is imperative. The second 

week of l ife brought with it a fourfold increase in the nunber of wel l 

chi ld questions and the need for anticipatory guidance regarding normal 

growth and development. Most cal ls were related to questions about wel l 

chi ld guidance and respiratory, gastrointestinal, and dermatological 

problems. Providing anticipatory guidance, reassurance, and treatment 

at home accounted for the disposition of almost one half of the 

telephone cal ls. Most caretakers uti l ized the telephone service because 

their chi ldren were symptomatic and they perceived the situation as 

serious. Caretakers indicated high degrees of satisfaction with the 

practitioners' concern, empathy, and interest. 

The results of the study supported the concept that telephone 

management is an integral part of any pediatric practice and requires a 
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combination of medical knowledge, interviewing ski l ls, and patient 

education ski l ls vvhich should be included in advanced pediatric nursing 

programs. 
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CHAPTER I 

INTTRDDUCriON 

From the time Alexander Graham Bel I invented the telephone and 

expressed a need for help in his first message to Mr. Watson, this 

instrunent has been used to convey needs and provide help. It has 

become a standard piece of equipment in the provision of comprehensive 

health care, but in the race for more sophisticated technology it is 

often taken for granted and its value overlooked. 

[Xiring the last 20 years, the role of telephone management in the 

health care del ivery system has been a subject of mjch discussion with a 

relatively smal l amount of research devoted to the topic. It is 

recognized that a significant part of any physician's day (and night) is 

spent in providing services via the telephone. This phenomenon is 

especial ly true for pediatricians. It is estimated that pediatricians 

spend 12.5% of their office time and 27% of their total practice time in 

telephone management (Perrin S Goochian, 1978). The pediatrician's 

wi l l ingness to accept phone cal ls has been found to be an important 

factor in pediatrician selection by parents (Fosarel I i, 1983). Since 

most parents perceive evenings, nights, and weekends as a difficult time 

to obtain medicaI attention, pediatrician avai labi I ity via the telephone 

is seen as their l ink to help if needed. Koffman and Merritt (1978) 

noted that "reassurance over the telephone often helps the problem wait 

unti l morning" (p. 1185). If a need is present during office hours it is 

assuned by parents that the acceptable and expected response is to cal l 

the office. 



Pediatricians have devised various schemes to deal with the volune 

of their telephone cal ls. Some have special times set aside each day 

for nothing but telephone cal l management. Charging for cal ls has been 

tried. This scheme decreases the nunber of cal ls but it also decreases 

the nunber of cl ients in the practice (Heagarty, 1978). Others have 

"trained" a variety of personnel from experienced mothers known as 

pediatric health assistants to pediatric nurse practitioners to assume 

some of the responsibi l ity (Katz, Pozan, S Mush I in, 1978; Strain S 

Mi l ler, 1971; Thayer, 1984). This third option seems to work the best. 

In the study by Katz, et al. (1978), phone cal ls that the physician was 

required to handle personal ly decreased from an average of 25 to 3 cal Is 

per day. The rest of the cal ls were managed safely and with cl ient 

satisfaction by pediatric health assistants (PHAs). The PHAs were 

trained by the pediatricians to perform telephone triage and give 

personal home care advice. In a typical day, the PHA gave home care 

advice to 30% of the cal lers, made appointments for same day care at the 

office for 45%, and referred 18% to talk directly with the pediatric 

nurse practitioner (PNP) or pediatrician. The time saved in having 

others answer common questions and manage minor i l lnesses frees the 

physician from interruptions v\hi le seeing patients and al lows for more 

patients to be seen. 

Even though paraprofessionals who receive training from physicians 

may be able to handle a certain number of phone cal ls, they do not have 

the educational background and experience needed to provide anticipatory 

guidance and health promotion. Cl inical nurse special ists and PNPs are 

uniquely qual ified to provide these services. These nurses provide 
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health education and support for parents in addition to management of 

comron medical problems, thereby promoting self-care of the cl ients and 

cost-effective measures in the office (Thayer, 1984). 

The pediatric cl inical special ist or pediatric nurse practitioner 

has additional knowledge in physical assessment, pathophysiology, 

behavioral dynamics, nursing theory, and advanced cl inical ski l ls. 

However, in most advanced nursing programs there is l ittle if any 

content offered in regard to telephone management(Coodnan S Perrin, 

1978; Heagarty, 1978; Katz, et al., 1978; Strasser, Levy, Lamb, S 

Ftosekrans, 1979). These practitioners leave the educational setting and 

enter the real world of practice only to find that a major portion of 

practice wi l l be done via the telephone and ski l ls in this area have not 

been honed or even acquired. It is assumed that the practitioner wi l l 

pick this ski l l up "on the job." There are a variety of books avai lable 

that offer techniques in triaging telephone cal ls, and individual ized 

protocols are produced by the practitioners in some settings. 

These tools assist the practitioner in providing the technical phase of 

the telephone cal l which involves synthesizing information, making a 

diagnosis, providing practical advice regarding care, and making 

reccnmendations for fol low-up. Few books discuss strategies for 

managing the expressive phase of the Cal l. Perrin and Goodman (1978) 

refer to the expressive phase as the corrnunication of warmth, empathy 

and interest in order to gain the patient's cooperation in the provision 

of his/her own care. 

Information regarding the nature of telephone cal ls received from 

pediatric caretakers can be useful in identifying content which should 

3 



be included In educational programs for advanced practice in pediatric 

nursing. Vhat are the most ccmnon health problems presented by parents 

over the phone? Do parents want to know about growth and development? 

How many cal ls are for anticipatory guidance or health promotion? V\hat 

are the demographics of the chi ldren for whom cal Is are made? How are 

telephone cal ls managed? What types of dispositions are made? What is 

the level of caretaker satisfaction with telephone service? These 

questions form the basis of this study which describes: (1) the reasons 

for caretakers' telephone cal ls to pediatric health care providers, (2) 

the providers' responses to those cal ls, and (3) the caretakers' 

satisfaction wi th the responses. 

With appropriate telephone management ski l ls the nurse should be 

able to provide the cl ient with a means of expressing a need or needs, 

and thereby enable the cl ient to obtain the help requested. Ideal ly the 

cl ient wi l l uti l ize infotmation attained to develop confidence in 

self-care and health promotion for transfer to simi lar future 

experiences. 

Purpose of the Study 

The purpose of the study was to provide a descriptive analysis of 

the telephone cal ls received in an urban hospital pediatric cl inic over 

a 1-year period of time in order to determine: (1) the types of 

complaints (reasons for cal l) and the frequency of each complaint, (2) 

the disposition of the cal ls, (3) whether the relative frequency of 

complaints varied according to the age and sex of the chi ld or the 

season of the year, and (4) the degree of caretaker satisfaction with 



the health care providers' responses to the cal ls. This combined 

information provided data v\hich can be used by faculty in advanced 

pediatric nursing programs to identify curriculun content related to 

telephone management. 

Definition of Terms 

Telephone management - The decision made by a pediatric 

practitioner to treat the chi ld at home, see the chi ld in the 

out-patient cl inic. Or send the chi ld to the emergency department. 

Pediatric practitioner - The pediatric resident, private 

pediatrician, pediatric nurse practitioner, nurse cl inical special ist, 

medical or nursing fel low, and medical or graduate nursing student 

working in the pediatric outpatient cl inic. 

Telephone cal l - includes any cal l to the pediatric cl inic made by 

a chi ld's caretaker. 

Technical phase of the telephone cal l - The part of the telephone 

conversation during which the pediatric practitioner synthesizes the 

information obtained, diagnoses the problem, and determines ttie 

disposi tion. 

Expressive phase of the telephone caI I - The part of the phone caI I 

which involves the pediatric practitioner conveying warmth, empathy and 

interest to the cal ler in oixier to gain his/her cooperation in care 

management. This phase would traverse throughout the technical phase of 

the telephone ca1 1. 

Caretaker - The person who assunes responsibi l ity for the physical 

and mental health of a chi ld. 



Theoret icaI Framework 

Disease prevention and health promotion are the ultimate goals of 

pediatric practitioners. Through the provision of a 24-hour telephone 

service for cl ients, pediatric practitioners are able to work tov\ard 

both of these goals. The Health Bel ief Model (HEM) provides a 

theoretical framework for explaining the I iki ihood of an individual 

caretaker uti l izing a telephone service which can lead to health 

promotion or disease prevention activities. The framework was developed 

in the early 1950s by a group of social psychologists. Che of these 

men, I. M. Rosenstock (1966) proposed that whether or not an individual 

wi l l undertake a recorrmended health action is dependent upon that 

individual's perceptions of: (1) the level of personal susceptibi l ity 

to the particular condition, (2) the severity of the consequences 

if the condition is manifested, (3) the health action's benefits in 

terms of decreasing the susceptibi l ity and/or severity of the threats, 

and (4) the barriers or costs related to starting or continuing the 

suggested health behavior. The resulting model (Figure 1) has been 

supported by the results of a variety of research efforts aimed at 

explaining and predicting individuals' health-related beahviors. 

At least nineteen studies using one or more of the HBM variables of 

perceived susceptibi l ity, severity, benefits, or barriers have been 

surmarized by Becker and Rosenstock (1984). There is a significant 

correlation between these variables and health-related behaviors. 

In addition to the four main variables of the HBM, there are 

modifying factors that affect an individual's health-related behaviors. 

There nust be a cue to action to trigger the behavioral response. 
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This stinxiius may be internal or external. An example of an internal 

stimulus is the presence of syrptoms. External stimul i may come from 

the media, previous experiences, advice from others, or some other form 

of a reminder. Whi le denxDgraph ic, soc i opsycho I og ica I, and structural 

factors may affect behaviors, these modifying factors are not considered 

to be direct causes of the resultant health action (Beckner S 

Rosenstock, 1984). 

The HBM can be adapted to explain factors which influence 

caretakers' uti l ization of a pediatric telephone service. Uti l ization 

of such a service can be viewed as a health behavior which has the 

potential to prevent disease as wel l as to promote health in the chi ld. 

The cue to a caretaker's action to cal l wi l l usual ly be an external 

stimulus represented by the chi ld's internal stimjlus displayed as 

synptoms such as fever and congestion, diarrhea, a trauma, and so forth. 

Other external cues may occur such as an article in the newspaper 

regarding the discovery of a new vaccine, or a relative suggesting that 

the cal I be made. 

Regardless of the cue, the caretaker then weighs the four main 

variables of the IBM. Perceived susceptibi i ity may be affected by how 

often the chi ld becomes i 1 1 or whether there has been a recent exposure 

to a particular condition. The perceived severity is affected by the 

caretaker's assessment of the seriousness of the situation and l ikely 

effects of the situation on the chi ld's future health status. These 

perceptions of susceptibi l ity and severity plus.the cue to action and 

some modifying factors such as demographic, sociopsychoIogicaI, and 

structural variables al l influence the perceived threat of the condition. 
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The caretaker then evaluates the perceived benefits of a telephone 

cal l in decreasing the perceived threat. These benefits might include 

control over the outccme of the condition, prevention of increased 

severity of the condition, a savings in money by obviating an office or 

emergency room visit, or the opportunity to disclose some other problems 

that may be occuring simultaneously in the home. 

The caretaker then notes the possible barriers and compares them 

with the potential benefits. Seme barriers might include the 

unavai labi l ity of a telephone, a language difference, or lack of 

ccrmunication ski l ls. There may be a fear of fai lure to be able to 

fol low directions, the home situation may be in chaos with other 

problems of greater magnitude, or there may be a poor relationship 

between the caretaker/chi Id and pediatric practitioner. Taking these 

barriers into account, the caretaker then decides whether to cal l the 

pediatric practitioner. The cal l, if made, may result in disease 

prevention or health promotion through directions for self-care, an 

early diagnosis, a treatment plan, or suggestions for a rehabi l itation 

program (Figure 2). 

A goal of nursing is to assist cl ients in reaching their optinxm 

level of functioning. Society expects adults to be responsible for 

their own wel l-being and to provide for their own self-care and the care 

of their dependents. The HBM provides a framework for understanding why 

caretakers uti l ize a telephone service and initiate a request for 

assistance in self-care. Dorothea Orem's self-care nursing model helps 

explain the factors necessary for a caretaker to initiate a request for 

assistance in self-care activities on behalf of the dependent chi ld. 
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Orem (1971) stated that "nursing has as Its special concern man's 

need for self-care action and the provision and management of it on a 

continuous basis in order to sustain l ife and health, recover from 

disease and injury, and cope with their effects" (p. 1-2). Therefore 

the pediatric practitioner receiving a phone cal l from a caretaker is 

responsible for helping meet the cl ient's requirements of self-care on 

behalf of a chi Id. The cl lent cal Is as a result of an inabi 1 ity to meet 

the chi ld's therapeutic self-care demands due to inadequate 

self-care agency which results in a se1f-care defic i t. According to 

Orem (1971) there are two kinds of self-care demands. Universal 

self-care demands include the need for air, water, food, care of 

excrements, balance of activity and rest, balance of sol itude and 

interaction, prevention of hazards, and being normal. Health deviation 

self-care demands result from i l lness, injury, or disease. Self-care 

agency is the person's capabi l ity of performing in response to these 

self-care demands. When the self-care demands exceed the person's 

self-care agency then a se1f-care def ic i t results. The nurse then 

provides assistance uti l izing a choice of three approaches or what 

Orem refers to as nursing agencies. The first approach, the 

whol ly compensatory nursing agency, occurs when the cl ient has no active 

role in the performance of care. The partly compensatory agency 

occurs when both the cl ient and nurse perform care measures or other 

actions. The supportive-educative agency takes place when the cl lent 

is able and should learn to perform the required self-care but cannot 

do it without some assistance (Riehl S Roy, 1980). 
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Caretakers uti l ized a telephone service because there was an actual 

or potential deficit in their abi l ity to care for their dependent chi ld. 

The pediatric practitioner uses the supportive-educative nursing agency 

in providing assistance since direct hands-on care cannot be performed 

over the phone. Support, guidance, and teaching are the methods of 

helping uti 1 ized by the nurse within this system. If partly or whol ly 

compensatory nursing is required, the nurse wi l l refer the caretaker to 

the cl inic or emergency room. 

Self-care assistance may lead to theraputic outcomes such as the 

promotion of the chi ld's normal functioning; the maintenance of normal 

growth, development, and maturation; the prevention, control, and cure 

of disease processes and injuries; and the prevention of or compensation 

for disabi 1 ity (Orem, 1971). 

Orem (1971) described two phases of her nursing process which can 

be compared to the two phases of the telephone cal l in this study. She 

described the intel lectual phase of her process in two steps: (1) data 

col lection which includes determining the need for nursing care or 

diagnosis and (2) the design of care. The second phase or 

practical phase involves the actual implementation and evaluation of 

care. In comparison, the technical phase of the telephone cal l 

encompasses both of Orem's phases and therefore includes assessment, 

diagnosis, disposition, and plans for evaluation. Due to the l imited 

amount of time avai lable during a telephone cal l and the inabi l ity to 

see and touch the patient, the expressive phase of the telephone cal l 

then would traverse throughout the technical phase of the telephone cal l 

and through both of Orem's phases. The expressive phase of the 
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telephone cal l is the actual art of conveying empathy and interest which 

aids in col lecting appropriate data, reaching an accurate nursing 

diagnosis, and developing a workable plan with the caretaker. If 

uti l ized ski l lful ly the expressive phase wi l l al low the practitioner to 

guide the caretaker toward the desired outcome and provide for feedback 

from the cl ient for evaluation purposes. 

Assunptions 

In pursuing this study the fol lowing assumptions were made: 

1. Telephone consultation for pediatric cl ients is a legitimate 

approach to the provision of comprehensive health services. 

2. Al l pediatric practitioners providing telephone management in 

this study uti l ized the technical and expressive phases of a 

telephone cal l to provide health care or wel l chi ld guidance. 

3. The caretakers answered the questions on the fol low-up 

questionnaire honestly. 
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CHAPTER 1 I 

REVIEW OF THE LITERATURE 

A concensus seems to exist that the telephone Is an important tool 

for health care providers. Responsible usage by both health providers 

and parents is imperative in providing comprehensive health care. The 

l iterature that relates to telephone management can be divided into five 

broad categories including (1) the role of the telephone in the 

provision of health care, (2) personnel responsible for telephone 

management, (3) preparation for telephone management, (4) after-hours 

telephone cal ls, and (5) innovative telephone programs. 

The Role of the Telephone in the Provision of Health Care 

Heagarty (1978) noted that, "in many v^ays, the telephone cal l has 

replaced the alnx»st extinct house cal l of long ago" (p. 14). By the mid 

1950s, few house cal Is were being made by physicians as it became 

obvious that more people could receive medical services if the physician 

remained in one locale. The telephone became the means of expressing 

need and receiving help from the physician. Studies in the 1960s 

recognized that physicians, and pediatricians in particuiar were 

spending a large percentage of their time in telephone management 

(Bergman, Dassel, & Wedgewood, 1966; Hessel S Haggerty, 1968). The 

British noticed the same phenomenon and in particular were concerned 

about the seriousness of the after-hours or night cal ls (Clyne, 1961; 

Webster, Ritchie, S Morrel I, 1965). 
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In 1971, Pope, Yoshioka, and Creenl ick presented a prel iminary 

report of a study Identifying the use of the telephone for reporting 

symptoms. The participants in this pi lot project were members of the 

Oregon Region of the Kaiser Foundation Health Plan. The conmonly 

encountered economic deterrent in seeking medical care was minimized by 

studying those in this prepaid group. The study determined that 80% of 

this group's patient-initiated phone cal ls were to report symptoms of 

new 1 1 Iness, but only 34% of their office visits were made concerning 

new symptoms. A fol low-up study was conducted to determine the 

characteristics of people l ikely to uti l ize the telephone rather than an 

office visit for medical care. The hypothesis of the study that those 

higher in education, occupation, income, and social class were more 

l ikely to use the telephone for reporting synptoms was supported. The 

medical variables of dependency in i l lness and disease knowledge 

appeared to have an independent effect that became more marked when 

corrioined with the socio-demographic variables. The more dependent and 

less knowledgeable had a greater tendency to uti l ize the telephone and 

walk-in faci l ities. The sample size of this pi lot project was 

relatively smal l, including a subgroup of only 100 fami l ies from a total 

of 1,425 fami l ies. The socio-demographic variables (of education, 

occupation, income, and social class) were dichotomized and simply 

characterized as high or low, which did not show the conplexity and 

interaction of these variables. Another l imitation of this study was the 

researchers' fai lure to describe how the variables "dependency in 

i l lness" and "disease knowledge" were measured. 
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Heagarty (1968) reported that persons of a lower socioeconcmic 

class were initial ly less l ikely to use the telephone for medical care 

because of inexperience in doing so. However, after being offered a 

service simi lar to that found in private practices, the lower-income 

cl ients used the phone in the same way as did cl ients with higher 

socioeconcmic status. 

A subsequent study done with the Kaiser group in Oregon added some 

new findings to the l iterature on determinants of medical care 

uti l ization. It v\as found that about 50% of al l phone cal ls were related 

to symptoms and about 40% concerned questions about laboratory results 

or prescriptions. The hypothesis that the probabi l ity of a patient 

being advised to see the physician after discussing a symptom over the 

telephone would vary inversely with the physician's certainty of 

diagnosis and directly with the physician's perception of its 

seriousness was supported (CreenI ick, Freeborn, Carrtii I I, S Pope, 1973). 

The tendency in physician management to see patients with severe 

synptoms and treat those with sure diagnoses over the phone was not 

strong enough to predict dispositions to be used as models due to the 

tremendous individual variation among physicians . However, these 

results suggested that triage or management protocols could be developed 

by each physician for that individual practice setting. 

Comprehensive ambulatory care programs of the 1970s fostered health 

promotion, decreased hospital izations, and altered attitudes about 

health care. These programs served a large nomber of walk-in cl ients 

(cl ients seen without a scheduled appointment), although there is a 

controversy about the appropriateness of walk-in health care services. 
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Several studies have suggested that walk-in services are associated with 

poor uti l ization, inccnplete irmunizations, and consecutive appointment 

breaking {McKinlay, 1972; Richardson, 1970). It is interesting to note 

that walking-in may be an alternative to cal I ing-in and if those 

walking-in have no telephone, then a walk-in visit may be appropriate 

seeking of medical care. Uti l izing the telephone prior to "walking-in" 

for treatment of an acute i l lness is considered appropriate in the 

private sector and is not correlated with poor uti l ization (Lane, 1974). 

In 1979 several studies were completed that revealed the 

composition and disposition of telephone cal ls. Fischer and Smith 

(1979) surveyed four fami ly practice settings and found that 80% of the 

telephone complaints fel l into 25 categories and 95% of the complaints 

could be represented in 50 categories. They found l ittle difference in 

the patient presentation of conplaints to either the physician or 

receptionist. The differences came in disposition. Physicians were more 

l ikely to use the telephone for home care treatment and the receptionist 

v\0s more l ikely to schedule the patient for an office visit. Katz et 

al. (1979) found that in their pediatric practice, 62% of the total 

complaints could be categorized under the three broad headings of 

respiratory ccmplaints, gastrointestinal corplaints, and dermatologic 

complaints. By adding seven more complaint categories including trauna, 

fever, eye, musculoskeletaI, genitourinary, headache, and emotional, the 

total was elevated to 72% of al l complaints. 

Two questions frequently asked concern the value of telephone 

service. Does a special ized telephone service decrease unscheduled or 

drop-in visits to care sites and does it provide improved satisfaction 
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with care? These questions were researched in a prospective study at a 

large Veterans Adninistration Hospital. A clerk trained in hospital 

services and telephone triage provided the telephone contacts for 

subjects in the experimental group. The sanple consisted of 561 people 

vho were selected randomly over a 2 year period from approximately 7,500 

patients who came into the hospital's outpatient department without an 

appointment. The subjects completed two satisfaction-wi th-care scales 

and were randomly assigned to an experimental group (those el igible to 

use the telephone service) or a control group (handled in the usual way 

with no telephone service avai lable). Data were col lected from their 

records regarding diagnosis, nunber of drop-in visits, scheduled visits, 

and hospital izations during the prior 6 months. Six months later the 

subjects were re-tested on the same satisfaction scales and the same 

information was gathered from their medical records describing visits 

and hospitaI izations. An additional record foI low-up was done 12 months 

later. The hypothesis that telephone service would improve satisfaction 

v\as supported. The hypothesis that a telephone service could reduce the 

number of drop-in visits vbs proven after 6 months but not at 12 months. 

The researchers suggested that over a longer time period, the control 

group uti l ized the hospital more than the phone group and therefore did 

not uti l ize the out-patient department as often. The investigators 

suggested that in the long term, the provision of telephone service 

might reduce hospital ization for cl ients (Stirewalt, Linn, Codoy, 

Knopka, & Linn, 1982). 

The results of the above studies suggested that the telephone 

brings more cl ients into contact with physicians and increases cl ient 
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satisfaction with care. The question remains however as to whether this 

is an appropriate use of the physician's time. The fol lowing sections 

describe studies which have evaluated the effectiveness of personnel 

other than physicians in the provision of telephone management. 

Personnel Responsible for Telephone Management 

Strain and Mi l ler (1971) trained a baccalaureate-prepared nurse to 

counsel mothers and give medical advice. This nurse was then able to 

manage 92% of the telephone cal ls in their pediatric practice. 

Several studies have been undertaken to examine the telephone 

management ski l ls of practicing pediatricians, pediatric house officers, 

and pediatric health associates (al l ied health professionals). Brown 

and Eberle (1974) found that pediatric house staff had difficulty in 

taking an adequate telephone history. There was no significant 

difference between interns and residents indicating that increased time 

in training did not improve history taking. Researchers in another 

study found that both pediatric house officers and chi ld health 

associates tended to obtain insufficient data during telephone contacts 

and consequently made errors in management of problems. It was also 

discovered that a nunber of these providers had difficulty in clearly 

comrunieating with the caretaker (Ott, Bel laire, Machotka, & Moon, 

1974). Greitzer, Stapleton, Wright and Wedgewood (1976) presented forty 

practicing pediatricians with simulated complaints regarding cough, 

vomiting, diarrhea, and rash. Twenty of these physicians had been in 

practice for less than 5 years and 20 had been in practice for more than 

5 years. The American Academy of Pediatrics' guidel ines for telephone 

ccrmunication were uti l ized as criteria to determine the appropriateness 
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of the physicians' telephone management of the simulated complaints. 

The histories obtained by these practicing pediatricians were 

unexpectedly deficient. No practitioner with greater than 5 years 

experience asked about hydration during the cal ls regarding diarrhea. 

In response to the complaint of vomiting, none inquired about the 

possible ingestion of poison, and one pediatrician asked no questions 

before prescribing therapy. Pediatricians in practice for less than 5 

years asked more questions and spent more time on the phone, but they 

also fai led to ask crucial questions more than 50% of the time. 

An outcome study was undertaken by the Colunbia Medical Plan to 

evaluate the management of telephone cal ls by paraprofessional pediatric 

health assistants (PHAs). A basel ine study was completed on al l cal ls 

(2,520) over a 4-week period to determine the nunbers and types of cal ls 

being handled by the PHAs. Advice in home management was given by the 

PHAs in 422 cases. Qua I ity of care was evaluated for these cases by 

means of a 7-day fol low-up interview with the parents by an independent 

interviewing agency. Telephone accessibi I ity, parental satisfaction, 

residual symptoms, and the need for further care were evaluated. 

Accessibi I ity was measured by the number of attempts required before 

obtaining telephone care. A degree of satisfaction index was uti l ized 

to measure (1) parental satisfaction with the decision to treat at home, 

(2) parental perceptions of the qual ity of the advice, (3) parental 

perceptions of whether their concerns were understood, (4) parental 

perceptions of whether their questions were answered, and (5) parental 

perceptions of the degree of interest shown by the PHA. Qjtccme was 

measured by determining the presence of residual syrptcms and whether 
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further medical care was required after the initial telephone cal l. Of 

the parents cal l ing, 90% were satisfied and 92% indicated that the 

problems had resolved. These results indicated that these trained 

assistants could advise parents on home management of minor problems 

(Katz et al., 1979). 

Perrin and Goodman (1978) compared the telephone management ski l ls 

of 5 pediatric nurse practitioners, 28 house officers, and 23 practicing 

pediatricians. A nonprofessiona1 woman was trained to represent a mother 

and make unidentified cal ls to the practitioners during the evening 

hours regarding five common acute pediatric problems (fever, diarrhea, 

croup, minor head trauma, and vomiting). Each practitioner was cal led 

from three to five times during the study. The cal ls were tape recorded 

and scored using a rating system developed by a panel of 11 physicians, 

none of whom had participated in the study. The rating system resembled 

the American Academy of Pediatrics' (AAP) guidel ines for telephone 

management. For each health problem, the rating system identified key 

questions that were to be asked. A history-taking score was assigned 

based on the percentage of these key questions which were asked by the 

health care providers. A disposition score was assigned based on the 

appropriateness of the management of the cal l. The transcript of each 

taped encounter was scored twice using this rating system, once by a 

pediatric nurse practitioner, and again by a pediatrician. Inter-rater 

rel iabi l ity was 86%. In history-taking, the average score for the nurse 

practitioners was 79.6%; for the house officers 69.1%; and.for the 

pediatricians, 52.6%. For disposition, the mean score for the nurse 

practitioners was 71.1%, the mean for the house officers was 60.1%, and 
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the mean for the pediatricians was 58.9%. The pediatric nurse 

practitioners also had si^ificantly higher scores on a scale measuring 

interviewing ski l ls (Perrin & Goodnan, 1978). 

The studies cited in this section of the l iterature review suggest 

that a variety of personnel may be uti l ized to provide telephone 

management safely and with cl ient satisfaction. Pediatric nurse 

practitioners are able to provide this service with no additional 

training period and do it as wel l and in some cases better than 

practicing pediatricians. 

Preparation for Telephone Management 

A nunber of researchers have identified the need for improved 

educational programs for pediatric practitioners related to telephone 

management. Both medical and nursing schools have been cited for 

fai lure to include a formal ized telephone management course in the 

pediatric curriculun (Brown S Eberle, 1974; Greitzer, et al., 1976; Ott, 

et al., 1974; Perrin S Gooctnan, 1978). 

It is often assuned that once a subject is taught in a curriculLin, 

the desired outcome is achieved. Curry and Schwartz (1978) found that 

providing an innovative teaching program in telephone management did not 

enhance the telephone management ski l ls of participating house officers 

(residents). Ten pediatric residents participated in this study whi le on 

duty in the emergency room. The residents were presented with four 

simulated case histories by telephone. Questions asked by the residents 

were compared with specific questions suggested by the AAP guidel ines 

for telephone management. A percentage grade reflecting the nunber of 
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standard questions included in the teiephione exchange with the parent 

simulator was recorded for each resident. After this initial assessment 

was completed, training sessions were initiated that included an active 

discussion group, some faculty guidance, and the provision of content 

regarding telephone interviewing ski l ls. One half of the residents in 

the study participated in the sessions and the other half served as the 

control group. Curry and Schwartz (1978) did not describe how the group 

assignments were made. At approximately 10 days, 6 weeks, and 28 weeks 

after the training session, the sinxilated situations were presented 

again. There was no difference in the percentage of acceptable 

responses for any of the simjlated cases between the residents 

participating in the study and those serving as controls. The 

investigators concluded that effective teaching nust be accompanied by 

repeated practice sessions and re-evaluation. 

Levy, Rosekrans, Lamb, Friedman, Kaplan, and Strasser (1979) 

developed a set of 28 protocols to deal with the 25 most ccnmon 

complaints presented by telephone. These protocols or guidel ines for 

common pediatric complaints were uti l ized by trained health assistants 

and tested for safety and acceptabi l ity. A chart review, auditory peer 

review, a pediatric practice field test, and an emergency room field 

test were the four strategies used in evaluating the system of 

protocols. The chart review uti 1 ized the records of seriously i l l 

hospital ized chi ldren. Indications were that few if any of these 

seriously i l l chi ldren's cases would have been mismanaged if the initial 

contact had been made by phone and the protocols fol lowed. Tape 

recorded cal ls uti l izing 19 different protocols were reviewed by 12 
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pediatricians. For the protocol to pass review, 4 out of 7 reviewers 

had to be able to make a disposition from the material gathered by the 

health assistants uti l izing protocols. The reviewers and health 

assistants agreed in 66% of the cases. The physicians would have 

treated 28% more cases at home and they would have seen 6% in the office 

that the health assistants advised to stay at home. In a field test 

using an HMO and private group practice, the usual provider's 

disposition v\as compared with that which would have been mandated by the 

protocol criteria. Agreement was reached in 73% of the cal ls. Chce 

again protocol usage would have brought more people into the physician's 

office. The emergency room field test showed 84% agreement between the 

health assistants uti l izing protocols and the project physicians. This 

rrul ti leveled evaluation strategy measured both process and the outcome 

of care. These results suggested that this approach to telephone 

management is both val id and rel iable. 

In a fol lowr-up paper, Strasser, Levy, Lamb, and Rosekrans (1979) 

presented the results of a control led cl inical trial of the protocol 

system in the emergency room (ER). The experimental or protocol system 

was compared to the existing system of handl ing telephone cal Is without 

protocols. The trial was conducted for 29 weeks. Incoming cal ls were 

assigned to either the protocol group or the control group in alternate 

weeks. The providers in the ER were unaware of the weeks of the 

experiment since al l incoming cal ls were answered by the research staff 

and then assigned. Cal ls answered by the regular providers were 

l istened to by the researchers with permission from the cal lers. The 
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cal ls taken by the health assistants using protocols were tape recorded 

with permission. The dai ly log of the ER was reviewed to identify any 

cal lers who came into the faci l ity within 2 days of the original cal l. 

Between 1 and 3 days after the index cal l, a research assistant 

telephoned half of the cal lers in each group to determine the parent's 

satisfaction with the cal l, the action taken by the parent, and the 

chi ld's condition. This interview v\as done without the interviewer's 

knowledge of the group assignment of the cal ler. The study denxinstrated 

parental satisfaction with the protocol system. However, more patients 

in the protocol group were advised to see a health provider (60%) than 

patients in the control system (44%); and parents in the protocol group 

were sl ightly less l ikely (10% difference) to ccnply with the 

recorrmendations they received on the telephone. 

Bui lding upon the previous two studies. Levy, Strasser, Lamb, 

Rosekrans, Freidnan, Kaplan, and Sanofsky (1980) surveyed telephone 

encounters in three different pediatric practice sites. The purpose of 

this study v\as to determine if the same set of 28 protocols administered 

by a paraprofessional could be uti l ized by practitioners within 

structural ly different pediatric settings and with different population 

subgroups. The survey was designed to determine the types of cal ls 

received at each site and the outcome or disposition of the encounters. 

The three sites included an emergency room, a private suburban pediatric 

group practice, and a large prepaid group practice. At each site, al I 

cal ls received during specific time intervals were monitored and 

transcribed with the consent of the 3,265 cal lers. Survey periods 

included three seasons of the year to note any variations. The results 
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of the study showed that most complaints could be grouped under the 

headings of respiratory problems, fever, gastrointestinal complaints, 

dermatoiogical problems, infectious disease, and traoma. With some 

minor variations, the frequency and proportion of complaints were the 

same in ai l settings. Aside from more respiratory corrplaints in the 

winter, other complaints remained about constant throughout the year. 

As a result of these findings, the researchers suggested that the use of 

structured protocols would provide a more organized and possibly safer 

system of handl ing telephone cal ls than the existing systems which did 

not uti I ize protocols. Guide I ines were developed by this group that 

inclucte (1) basic data to be col lected for each chief complaint 

category, (2) a range of appropriate dispositions, and (3) advice for 

home management. Levy et al. (1980) suggested that these guidel ines 

could be uti l ized in medical and nursing educational curricuiuns. 

Heagarty (1979) warned, however, that before a national system of 

telephone management by protocol is instituted, further scientific 

investigation is v\arranted. She asserted that young physicians do not 

have the interactional ski l ls required for the practice of medicine and 

that they need to learn to relate to parents and chi ldren. Protocols 

are not a substitute for these ski l ls. 

In addition to protocols there are several manuals avai lable to 

help the novice in acquiring the appropriate information from a cal ler 

and in making a disposition (Brown, 1980; Katz, 1982; & Schmitt, 1980). 

A concise article on telephone management including some strategies on 

interviewing has been written by a pediatric nurse practitioner (Thayer, 

1984). Holm (1979) offered some telephone technique tips for managing 
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pediatric emergencies, and emphasized the questions to ask to 

differentiate routine cal ls from emergency situations requiring 

irrmediate care. No studies were found, however, which evaluated the 

effectiveness of these strategies in preparing practitioners for 

telephone management. 

As noted in previous studies there is no organized consistent 

approach in preparing pediatric practitioners for telephone management. 

The above studies attempted to provide solutions in the form of devising 

strategies that would aid the practitioner in providing telephone 

management but the issue of curricular inclusion of this material in the 

health professional's course of study in pediatrics was not addressed. 

The practitioner is sti l l faced with learning how to provide this 

important aspect of care "on-the-job". 

After-Hours Telephone Cal Is 

The di lenma of being avai lable to patients and yet wishing not to 

be interrupted at home is difficult for some health care providers to 

reconci le. The results of nunerous studies indicate that patients want 

and almost expect their health care providers to be avai lable at any 

time. 

A study in a rural Ontario fami ly practice found that if weekend 

telephone and/or office hours were avai lable, they were used (Koffman S 

Merritt, 1978). An extension of this Ontario cl inic's hours for 

emergency contacts provided the opportunity to study both the patients' 

behaviors after hours and the physicians' responses. The purpose of 

this study was to determine whether the number of after-hours telephone 
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cal ls and amount of work involved was reduced after the institution of 

evening and weekend office hours. Before the extended office hours were 

instituted, data were col lected for a control period of 3 weeks. The 

change in hours was publ icized and data gathered for the subsequent 3 

weeks. An encounter sheet was completed for each contact made during 

the new hours. The physician recorded the reason for the encounter and 

rated the necessity for a visit on a 5-point scale. Fol lowing the 

institution of the extended hours there were no reductions in night 

cal ls. The results suggested that the physician's decision about v\hether 

to see a patient after a telephone cal l was related to the time of cal l, 

a high necessity rating, presence of trauma, cal ler at the l imit of 

tolerance of symptoms, and the race of the cal ler. Cl ients with low or 

moderate necessity ratings were less l ikely to be seen if they were 

Indian than if they were Caucasian. The researchers suggested that one 

reason for this unexpected finding was that the Indian cl ients l ived 

further away from the office. The numbers in this study were smal l, 

including only 83 cal ls over a 6-week period of time (Koffman & Merritt, 

1978). 

Indigent cl ients often have no place to turn for after-hours care 

except to the emergency room of a hospital. Many health departments are 

the primary care providers for indigent cl ients, but they are closed on 

evenings, nights, and weekends. Kramer and Leach (1979) described a 

demonstration pediatric hot I ine which was set up for health department 

patients in Cincinnati, Ohio. Of the emergency room adnissions in that 

city, 46% were for patients 19 years old and younger who were cl ients of 

the health department. The 6-month pi lot program was set up to 
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determine if a 24-hour telephone service for the health department's 

pediatric caseload would decrease the use of emergency room services for 

non-emergency needs. 

The resulting after-hours telephone service was basical ly a nurse 

intervention program with pediatrician back-up. Reports of usage 

indicated that 50% of the cal ls were for chi ldren under 1 year of age 

and 17% of the cal ls were for chi ldren between the ages of 1 and 2 

years. The major complaints were in the respiratory and 

gastrointestinal categories with problems concerning fever, diarrhea, 

vomiting, irritabi l ity, loss of appetite, coughs, and earpul 1 ing as the 

most frequent. It was found that the nurse handled 90% of the cal ls 

with the other 10% needing physician consultation. Approximately 10% of 

the patients were referred to the emergency room. Unfortunately, a 

cross-check reporting system was not developed with the hospitals 

in the city. The only data avai lable regarding decreased inappropriate 

use of the emergency rooms was the knowledge that of the 608 cal Is 

received in the program, only 7 patients went to the emergency room 

without a referral. Kramer and Leach (1979) noted that the value of the 

telephone service in promoting continuity of care and attitudinal 

changes of the cl lent from a crisis-oriented approach to a 

health-promotion approach remains unmeasured. 

Munroe and Natale (1982) studied a 24-hour telephone service 

provided by prirrary care nurse practitioners. An 18-month retrospective 

record audit of the after-hours cal ls to this service, which had a 

primari ly female cl ientele, revealed that 115 of the total 306 cal ls 

were attributable to pain. Interventions other than medications were 
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used 80% of the time. These Interventions included suggestions for the 

provision of comfort, supportive measures, reassurance, health teaching, 

and status checks. Real izing that after-hours cal ls are considered an 

essential part of primary care provision, the nurse practitioners 

demonstrated that they could provide this service for their cl ientele 

and manage it with minimal physician consultation. During the 18-month 

period, only 5 cal ls were made to the consulting physician and a total 

of 24 referrals were made to the emergency room. According to the 

investigators, this after-hours cal l service provided an accessible 

method of reducing fragnentation of care and enhanced the uti l ization of 

nursing interventions. 

Vi l larreal, Berman, Croothuis, Strange, and Schmitt (1983) analyzed 

data regarding after-hours cal ls for 2 years in a university-based 

pediatric group practice. A total of 2,386 after-hours cal ls were 

received with 49% of the cal ls concerning fever, vomiting and/or 

diarrhea, upper respiratory infection, earache, and rash. Ch the 

average, 4 cal ls per day were received during weekday evenings, 1 cal I 

was received between 10:00 PM and 6:00 AM on weekdays, and 6 cal Is per 

day were received on Saturday, Sunday, and hoi idays. It was noted that 

34 frequent users of the sen/ice made almost 25% of the cal ls. This 

finding suggested the presence of stress and hidden agendas in this 

group of cal lers. The study also demonstrated the feasibi l ity of 

providing after-hours coverage by residents with faculty back-up. 

These studies demonstrated that physicians may seek rel ief from the 

responsibi l ity of providing 24-hour telephone service by uti l izing other 

health providers such as publ ic health nurses, nurse practitioners, and 
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residents to fulfi l l this role. The types of cal ls received after-hours 

are simi lar to those received during regular office hours. 

Innovative Telephone Programs 

The telephone has been used successful ly in many areas as an 

intervention tool. Hotl ines have proven useful in providing help and 

support to those in crisis. Most of these services are designed for 

adults but a few are directly related to pediatrics. Although a nunber 

of writers have described such services, no studies were found 

evaluating their effectiveness. 

Smith, MLxnford, and Harmier (1975) described a hotl ine developed in 

Texas for indigent teenage mothers. The hotl ine provided "an added 

dimension to the adolescent's l imited repertoire of coping ski l ls." A 

simi lar program was developed in Cal ifornia, except that this one was 

designed for al l postpartun mothers del ivering in one hospital. A 

telephone cal I was made by a nurse to the new mother during her first 

week at home. Assessment, referral to resources, and reinforcement of 

health education was provided (Donaldson, 1977). Che of the latest and 

most innovative uses of the telephone occurred in an army ambulatory 

pediatric cl inic in Georgia. Traditional ly arrfculatory pediatric care in 

this cl inic was given either on a first-come first-served basis or by 

appointment. In either case, priority care was not provided and cl ients 

were faced with long waits in crowded waiting rooms. Disease exposure 

v\as increased, parental anxiety was high, and physician morale was low. 

A 24-hour telephone triage system was introduced and provided the 

fol lowing advantages: (1) sinpie medical advice could be obtained 

31 



without an appointment, (2) the parent gained confidence In care of 

minor I l lnesses, (3) I I I patients were seen quickly, (4) waiting time 

was minimal, (5) no-shows were alirost el iminated, (6) waiting rooms 

were sparsely occupied, (7) disease exposure was minimal,(8) parental 

anxiety v\as decreased, and (9) physician job satisfaction was Increased 

(Yeatman, 1981). 

In the Province of Nova Scotia, the majority of the population Is 

widely dispersed and of low Income. Based on the need for access to 

high qual ity health care, a special telephone service cal led "telepede" 

v\as Instituted so that personnel In the field would have a tol l-free 

emergency number to cal l for access to the expertise of special ists at 

the main hospital (Hansom, 1979). A rural area In Canada was faced with 

simi lar problems. Dje to demographics, new mothers had no routine 

medical care unti l 6 weeks postpartum. Six corrnunlty health nurses were 

responsible for this large geographic area and held the bel ief that for 

knowledge to be most useful. It must be avai lable before needed. 

Telephone cal Is were made to new mothers within the first week of 

del ivery and home visits were made If necessary (Freeman, 1980). Beech 

(1981) described a telephone l ink which was made avai lable for the 

weekend period in a British health district and suggested that rel ief 

from a crying baby may prevent aggressive behavior toward the Infant and 

an act of violence. 

The above studies provide descriptive accounts of a variety of 

Innovative approaches In telephone uti l ization. However, there Is a 

paucity of research avai lable to evaluate the effectiveness of these and 

other telephone programs. 
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CHAPTER I I I 

ACTHCDOLCCY 

The first part of this study was a retrospective descriptive 

analysis of 1 year's telephone data from the pediatric cl inic of a 

comprehensive teaching hospital in a large northeastern city. The 

cl ients of the cl inic consisted of predominantly young, low-income 

fami l ies with a few middle to upper-middle income cl ients that were 

facuIty members' fami l ies or house physicians' private pay patients. 

The cl inic was a part of the outpatient department and uti l ized an 

interdiscipl inary team approach in providing primary care. There were 

three teams (the "green", "yel low", and "orange" teams) each composed of 

several pediatric residents, a pediatric nurse practitioner, and a 

secretary. The teams shared the services of several registered nurses, 

a social worker, and other anci l lary personnel. Each team was led by 

the pediatric nurse practitioner who served as the patient care 

coordinator and team manager. Approximately 2500 patients were served by 

each team. The patients had 24-hour, 7-clay-a-week accessibi l ity to the 

cl inic through a single phone nLmber. During the day, the pediatric 

nurse practitioners managed the medical telephone cal ls and the tean 

secretaries managed the adninistrative telephone cal ls. The after-hours 

cal Is were managed by members of the Pediatric Associates Cal I Team 

(PACT) on a rotating basis. PACT members included about 30 house staff, 

3 private pediatricians, 4 pediatric nurse practitioners, and 7 medical 

fe1 1ows. 
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The second phase of this study evaluated caretaker satisfaction 

with the expressive phase of the telephoning system. During this phase, 

telephone interviews were conducted with a selected sample of cl ients to 

determine their level of satisfaction with the telephone service. 

Data Col lection and Coding for the Descriptive Analysis 

Records were kept routinely by the pediatric practitioners of al l 

medical telephone encounters with the cl ients from the pediatric 

continuity cl inic. During the day this information was recorded on a 

log sheet entitled "Dai ly Telephone Cal ls from Patients" (See Appendix 

A). Data recorded on these logs included: date and time of cal l, team 

assignment, the chi ld's name and age, telephone nunber for return cal l, 

usual physician's name, chief ccmplaint, name of person managing the 

cal l, their impression, disposition, fol low-up reccrmendations, and any 

other comnents. The evening, night, weekend, and hol iday cal Is were 

recorded on "Telephone Cal I" pads by the PACT member on cal I (See 

Appendix B). Data recorded on this sheet included: date and time of 

cal l, usual physician, the chi ld's name, telephone nunber, problem, 

disposition, and the provider's signature. No attempts were made to 

evaluate the val idity and rel iabi l ity of these data col lection tools. 

tXie to the large volune of medical cal ls to the pediatric 

continuity cl inic, records of every third cal l made between January 1, 

1981 through December 31, 1981, were analyzed by the researcher. These 

cal ls were categorized according to team assignment by month, age and 

sex of the chi ld, chief ccmplaint, and disposition. A total of 2,081 

telephone cal ls were coded for computer analysis. 
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Since the desired outcome for this study was to identify 

information required to manage pediatric telephone cal ls, the category 

of chief complaint was left large. In this way sub-categories could 

later be identified after col lapsing the complaint data into broad 

categories. The result would be the emergence of main topics and 

sub-topics which could be used as a curriculun outl ine. 

Al l 78 complaints l isted on the log and PACT sheets were tabulated 

as to frequency and relative frequency. These 78 complaints were 

categorized under broad category headings based on the findings of 

descriptive studies in the l iterature (Fischer S Snith, 1979; Katz, et 

al., 1978; Levy, Strasser, Lamb, Rosekrans, Friedran, Kaplan, & 

Sanofsky, 1980; Vi l larreal, et aI., 1983). Of the 12 broad categories 

chosen to represent the reasons for the telephone cal ls, 11 were found 

in the l iterature (respiratory, gastrointestinal, dermatological, fever, 

trauna, cornrunicable disease, eye, genitourinary, neurological, 

miscel laneous, and requests for prescriptions or laboratory results). 

The twelfth category of wel I chi ld guidance was added by this 

investigator to determine the nunber of cal ls received regarding 

anticipatory guidance, reassurance, and growth and development. 

The 15 disposition categories were selected by this investigator as 

they represented each disposition mentioned by a pediatric practitioner 

on the dai ly log or PACT sheet. The investigator v\as the sole coder of 

the information from the dai ly logs and PACT sheets. No attaipt was 

made to assess the val idity or rel iabi l ity of the coding system. 
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Data Col lection For Evaluation of the Expressive and Technical 

Phases of the Telephone Cal l 

Information regarding caretaker satisfaction with the expressive 

and technical phases of the telephone cal ls was obtained by interviews 

with the caretakers who uti l ized the service. Wii le developing a 

comprehensive qual ity assurance program, Zirmey, McClain, Batalden, and 

O'Conner (1980) found that structured telephone inten/iews yielded more 

information about a specific medical care encounter than asking for 

written corrments. These researchers reported that patients were 

reluctant to write meaningful corrments and when they did write, the 

nunbers of corrments were too few to provide useful information. 

Therefore a structured telephone interview uti I izing a questionnaire was 

etrployed in this study. The Lhiversity of Rochester School of Nursing 

Corrmittee for Review of Hunan Subjects and the University Corrmittee on 

Investigations Involving Hunan Subjects approved the study, and 

achiinistrative permission from the cl inic director was obtained. 

The questionnaire was developed with the assistance of Dr. Harriet 

Kitzman with additional input from the pediatric practitioners and 

cl inic director of the outpatient cl inic. At the request of the cl inic 

personnel, more questions were included than required for the study. 

This additional data was to be uti l ized by these practitioners in 

further studies. Neither the val idity or rel iabi l ity of the 

questionnaire was assessed. 

The questionnaire (See Appendix C) contained 28 questions and took 

approximately 15 minutes to complete. The interview cal l was made 

within 2 to 3 days of the caretaker's cal l to the cl inic. The 
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investigator introduced herself as a nurse researcher studying the 

telephone service of the pediatric continuity cl inic. It was explained 

that the caretakers' participation in this study would not affect the 

medical care they received from the cl inic. There was no risk to the 

participants and there was a possibi l ity that they might benefit from 

improved telephone services as a result of the study. The caretakers 

were al l adults or emancipated minors. Written informed consent was not 

obtained as response to the telephone interview was considered as 

permission. Assurance of confidential ity was made to the caretakers. 

Al l identifying information remained on the telephone log sheets and 

codes were appl ied to the questionnaires. 

Telephone interviews are quite time consuming. It has been found 

that given a relatively homogeneous population, smal l sample sizes 

produce the same results as large ones (Zirmey et a I., 1980). Therefore 

the telephone cal Is during a 1-week period during the day and 

after-hours were chosen as a representative sample. This number proved 

to be too large, and thus every other cal I made to the cl inic during the 

week was included in the study. A total of 71 telephone interviews were 

attempted during the week of Apri l 10, 1982 through Apri l 16, 1982. 

The introductory questions 1 through 7 were designed to show why 

caretakers cal led and were based on the health bel ief model in assessing 

the cues to action, susceptibi l ity, and severity components in relation 

to the perceived threat. Questions 8 through 14 provided the extra data 

requested by the cl inic personnel. Questions 15 through 23, 25, 27, and 

28 were designed to determine the level of caretaker satisfaction with 

the pediatric practitioners' performance of the expressive and technical 

phases of the telephone cal ls. 
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CHAPTER IV 

RESULTS 

The four questions which guided the study were as fol lows: 

(1) VWnat were the types of connplaints (reasons for cal l) and the 

frequency of each ccmplaint? (2) What dispositions were made for the 

cal ls? (3) Did the relative frequency of the ccmplaints vary with the 

age and sex of the chi ld or the season of the year? and (4) VWnat was 

the degree of caretaker satisfaction with the health care providers' 

responses to the cal ls? 

A total of 2,081 telephone cal ls (both day and after-hours) were 

coded and analyzed. The time frame was from January 1, 1981 through 

Decen±)er 31, 1981. Of these cal ls, 670 (32.2%) were received by the 

green team, 626 (30.1%) by the yel low team, and 785 (37.7%) by the 

orange team. The adjusted frequency rate showed that 1,126 cal ls or 

55.3% related to male chi ldren and 909 or 44.7% to female chi ldren. A 

total of 44.0% of the cal ls were made by caretakers of chi ldren under 1 

year of age and 72.9% of the cal ls were made by caretakers of chi ldren 

under age 3 (Table 1). 

Chief Complaints 

Table 2 depicts the absolute frequencies and relative frequencies 

(in percentages) of the 78 complaints or different reasons for caretaker 

cal ls as noted by the person answering the phone. The data in Table 2 

addresses the first two study questions which were related to the 

reasons for the telephone cal ls and the frequency of cal ls in various 

categories. These reasons or complaints were categorized under 12 chief 
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ccnplaint headings >^ich then provided a set of main pedlatric 
complaints with sub-categories. Tbe 78 coaplaints were crosstabuiated 
by team, and there was an even distribution of ty^s of ca,is the 
three teams. 

Tabie Numbers of teiephone cai is by ages of the chi ldren. 

Ages of Chi idren 

Less than 1 month 

1 - 3 months 

^ - 6 months 

7-9 months 

10- 12 months 

1 - 3 years 

^ - 6 years 

7-12 years 

13-21 years 

A. , ^ ^solute 
Frequency 

Relative CunjiativeFrequency Frequency
(Percent) (Percent) 

198 9.5 9.5 

248 11.9 21.4 

198 9.5 30.9 

182 8.8 39.7 

90 4.3 44.0 

602 28.9 72.9 

220 10.6 83.5 

221 10.6 94.1 

122 5.9 100.0 

TOTAL 2081 100.0 
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Table 2. Chief conplaints with sub-categories. 

OOMPLMm" 

Respiratory (Ear, Nose, and Throat Complaints) 

Upper respiratory infection 

Earache 

Upper respiratory infection with 

gastrointestinal symptoms 

Sore throat 

Trouble breathing 

Cough 

Swol I en glands 

Tons i Is 

Nosebleeds 

Chest pain 

Gastrointestinal 

Diarrhea 

Vomi t ing 

Vomiting and diarrhea 

Constipation 

Side or abdominal pain 

Bloody stool 

Decreased appetite 

ABSOLUTE 
FREQUENCY 

256 

120 

63 

61 

58 

46 

9 

4 

2 

1 

620 

137 

89 

50 

41 

16 

10 

8 

RELATIVE 

FREQUENCY 
(Percent) 

12.30 

5.77 

3.03 

2.93 

2.79 

2.21 

.43 

.19 

.09 

.05 

29.79 

6.58 

4.28 

2.40 

1.97 

.77 

.48 

.38 
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Table 2 (Continued) 

COMPLAIMT 

Wonms 

Dehydra11on 

Hemorrhoids 

Hernia 

Diabetes 

Obesi ty 

Wel l Chi Id Anticipatory Guidance 

Formula questions or problems 

Irmunization reactions 

Medication questions 

Breast feeding 

Teething 

IJnbi I ica I cord 

Crying 

Circumcision 

Cradle cap 

Vitamins 

Misee I laneous questions 

ABSOLUTE 
FREQUENCY 

6 

3 

3 

2 

1 

1 

367 

52 

29 

29 

21 

12 

11 

10 

7 

4 

3 

35 

REUTIVE 

FREQUENCY 
(Percent) 

.29 

.14 

.14 

.10 

.05 

.05 

17.63 

2.50 

1.39 

1.39 

1.01 

.58 

.53 

.48 

.34 

.19 

.14 

1.68 

213 10.23 
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Table 2 (Continued) 

COMPUMm-

Dermatologlea 1 

Rash 

Lurps 

Impetigo 

Boi l s 

Po i son 1 vy 

Insect bites 

Infected fingers 

Athlete's foot 

Hives 

Sunburn 

Fever (with no other syrrptoms) 

Trauna 

Conmjnicable Disease 

Chickenpox 

Ringworm 

Exposure questions 

ABSOLLTTE 
FREQUENCY 

151 

24 

14 

8 

5 

4 

3 

1 

1 

1 

212 

195 

138 

33 

17 

15 

REUTIVE 

FREQUENCY 
(Percent) 

7.26 

1.15 

.67 

.38 

.24 

.19 

.14 

.05 

.05 

.05 

10.18 

9.37 

6.63 

1.58 

.82 

.72 
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Table 2 (Continued) 

GOMPUMNT 

Pediculosis 

Thrush 

Herpes I 

Venereal Disease 

Scabies 

RoseoIa 

Men i ng i t i s 

Eye 

Conjunctivi tis 

Prescription/Laboratory Results 

Prescription requests 

Laboratory result requests 

Geni tourinary 

Urinary tract infection 

Menstral problems 

Back pain 

Pregnancy 

ABSOLUTE 
FREQUENCY 

13 

12 

6 

4 

4 

2 

1 

107 

86 

38 

33 

71 

18 

4 

3 

_1_ 

26 

RELATIVE 

F=REQUENCY 
(Percent) 

.62 

.58 

.29 

.19 

.19 

.10 

.05 

5.14 

4.13 

1.83 

1.58 

3.41 

.86 

.19 

.14 

.05 

1.24 
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Table 2 (Continued) 

CEMPUihfr 

NeurologicaI 

Seizures 

Brotionai problems 

St i ff neck 

Overactive 

Fa 1 1 Ing a I I the time 

Speech problems 

Ha 1 1uci nat i ons 

Fa int ing 

MiseeI laneous 

Headache 

Progress reports 

Removal of Nasograstic tube 

Leg cramps 

Shunt problems 

Torticol I i s 

TOTAL 

ABSOLLTTE 
FREQUENCY 

8 

H 

3 

3 

2 

1 

1 

1 

23 

9 

6 

3 

2 

2 

1 

23 

2,081 

REUMIVE 

FREQUENCY 
(Percent) 

.38 

.19 

.14 

.14 

.10 

.05 

.05 

.05 

1.10 

.43 

.28 

.14 

.10 

.10 

.05 

1.10 

100.00 
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Pispos i tion 

The third study question was related to the disposition of the 

phone cal ls. The dispositions were divided into 15 categories: 

(1) provision of anticipatory guidance, (2) provision of reassurance, 

(3) recornnendation for home treatment, (4) reccrrmendation to wait for 

already scheduled appointment, (5) reccrmendation to see staff nurse, 

(6) recomnendation to see regular doctor, (7) directions to cal l for 

an appointment, (8) recofrmendation to see the float physician, 

(9) reconrnendation to go to the emergency room, (10) directions for 

obtaining a prescription, (11) provision of laboratory results, 

(12) recotTmendation for parent to cal l back, (13) provision of 

counsel ing, (14) referral to hospital ombudsman, and (15) referral to 

a special ist. Table 3 depicts the nunber of dispositions in each chief 

complaint category. 

In this study, of the 15 possible dispositions, the pediatric 

practitioner or special ist spent a major part of telephone practice time 

in providing anticipatory guidance, reassurance, and treatment at home. 

These three types of dispositions were made for 1,016 (or 49%) of the 

2,081 total cal ls. Table 4 shows how many of these three dispositions 

were made for each major ccmplaint category according to the age group 

of the chi ldren. Anticipatory guidance was given most often during the 

first month of l ife and tapered to almost no requests for it during the 

adolescent years. Reassurance was given most often between the ages of 

1 to 3 months and peaked again between 1 and 3 years. Treatment at home 

began to increase for the 1 to 3 month age group, and peaked again 

between the ages of 1 and 3 years. 
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Relationship Between Type of Corrplaint and Chi ld's Age, Sex, and 

Season of the Year 

Table 5 depicts the 12 main pediatric complaints crosstabu I ated 

with the ages of the chi ldren. The first month of l ife was subdivided 

into weeks for a more detai led analysis of this time period. The 

greatest nunber of telephone cal ls was made during the first week of 

l ife. The cal ls covered al l complaint groups and 16% of them were for 

wel l chi ld guidance. During the second week of l ife the complaint cal ls 

were dramatical ly decreased but requests for wel l-chi ld guidance 

accounted for 71% of the cal ls. The remaining 2 weeks of the first 

month revealed about the same nunbers of complaint cal is and the 

wel l-chi ld guidance cal ls were reduced to 40% and 24% respectively. The 

next peak in cal Is occurred during the 1 to 3 year time period with a 

tapering off in the nunbers of cal ls related to adolescents. 

When the 12 complaint categories were crosstabu I ated with the 

chi ldren's sex (Table 6), there were five categories (respiratory, 

dermatological, connunicable disease, eye, and prescription/laboratory 

results) which showed less than a 10% difference in incidence between 

males and females. In five categories (gastrointestinal, wel l chi ld 

anticipatory guidance, fever, neurological, and miseel laneous), there 

was a difference of between 10% to 16% in which males displayed the 

higher rates in each of the categories. The remaining two categories 

exhibited a difference between the sexes of greater than 30%. Males had 

a higher incidence of trauna (67%) than females (33%), and females 

evidenced more cases of genitourinary problems (77%) than males (23%). 
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Table 6. Sex of chi ldren by complaint category. 

Absolute 
Ccmpla int Frequency 

Respi ratory 

Males 331 

Females 277 

CastrointestinaI 

Males 210 

Females 150 

Wel l Chi Id Anticipatory Guidance 

Males 117 

Females 84 

Dermatologicai 

Males 109 

Females 101 

Fever 

Males 104 

Fema I es 85 

Traima 

Males 89 

Females 43 

Communicable Disease 

Males 57 

Females 49 

Adjusted Relative 
Frequency (Percentage) 

54 

46 

58 

42 

58 

42 

52 

48 

55 

45 

67 

33 

54 

46 

51 



Table 6. (Continued) 

ComplaInt 

Eye 

Ma I es 

Fema I es 

Prescriptions/Laboratory Results 

Ma I es 

Fema I es 

Gen I tourinary 

Males 

Females 

Neurological 

Males 

Fema I es 

Mi seel laneous 

Males 

Fema I es 

Absolute 
Frequency 

45 

36 

34 

6 

20 

13 

10 

13 

10 

Adjusted Relative 
Frequency (Percentage) 

48 

52 

51 

49 

23 

77 

57 

43 

57 

43 

52 



As would be expected, the nunber of ccmplaints in certain categories 

was related to the season of the year. During the winter manths 

(December, January and February) there were more cal ls regarding upper 

respiratory infections, fever, sore throat, trouble with breathing, 

nosebleeds, vomiting, urinary tract infections, scabies, and pediculosis. 

These ccmplaints were also reflected in the larger nunber of prescription 

cal ls during this time. The spring months (March, Apri l, and May) 

revealed increased cal ls for vomiting and diarrhea, chickenpox, swol len 

glands, and boi ls. In June, July, and August (the sunner months) there 

were more cal ls regarding ringwonm, boi ls, seizures, poison ivy, insect 

bites, and sunburn. The fal l season (September, October, and November) 

had no particular increase in the nunbers of any one complaint, but did 

have the least nunber of cal ls regarding diarrhea of any season. With 

the exception of these variations, the rest of the telephone encounters 

for the other complaints were spread fairly evenly across the seasons of 

the year. 

Caretaker Satisfaction With the Cal ls 

Of the 71 telephone interviews attempted, 55 were completed. Nine 

caretakers did not answer the phone after three attempts by the 

investigator, two of the nunbers had been changed to unl isted nunbers, 

three of the nunbers were disconnected, and in two cases the caretaker 

was too busy and refused the interview. In 50 (91%) of the interviews 

the caretaker was the mother, in 1 (2%) the father, and in 4 (7%) the 

grandnother. There were 30 (55%) telephone interviews to caretakers of 
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male chi ldren and 25 (45%) to caretakers of female chi ldren. Table 7 

shows the ages of the chi ldren about whom cal Is were made. Cal Is were 

received related to al l complaint categories except complaints for the 

categories of prescription/laboratory results, neurological, and 

miscel laneous (Table 8). The telephone interviews were divided fairly 

evenly among the three teams in the cl inic. The green team managed 18 

(32.7%) of the interviews, the yel low team 20 (36.4%), and the orange 

team 17 (30.9%). 

Table 7. Ages of chi ldren in telephone interview study. 

RELATIVE 

ABSOLLTE FREQUENCY 
Age (in years) FREQUENCY (Percent) 

Less than 1 26 47.3 

1 4 7.3 

2 5 9.1 

3 4 7.3 

4 2 3.6 
5 5 9.1 

8 2 3.6 

10 2 3.6 

11 2 3.6 

12 2 3.6 

13 1 1.9 

TOTAL 55 100.0 
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Table 8. Caretakers' complaints in telephone interview study. 

COMPLAINT 

Respi ratory 

Upper respiratory infection 

Earache 

Cough 

Trouble breathing 

Castrointest inaI 

Diarrhea 

Vomi t ing 

Const i pa t i on 

Side or abdominal pain 

Wel l Chi Id Anticipatory Guidance 

Formula questions or problems 

Breast feeding 

Uhnbi I icaI cord 

Crying 

ABSOLUTE 
FREQUENCY 

3 

4 

3 

3 

13 

3 

4 

1 

1 

REU\TIVE 

FREQUENCY 
(Percent) 

5.5 

7.3 

5.5 

5.5 

23.8 

5.5 

7.3 

1.8 

1.8 

16.4 

5.5 

1.8 

3.6 

1.8 

12.7 

55 



Table 8. (Continued) 

OOMPUim" 

Dermatological 

Rash 

Lxnps 

Fever (with no other synptoms) 

Trauna 

Conrrunicable Disease 

Exposure questions 

Thrush 

Eye 

Conjunct ivi tis 

Geni tourinary 

Urinary tract infection 

ABSOLUTE 
FREQUENCY 

7 

1 

8 

10 

3 

1 

1 

TOTAL 55 

RELATIVE 

F=REQUENCY 
(Percent) 

12.7 

1.8 

14.5 

18.1 

5.5 

1.8 

"1.8 

3.6 

3.6 

1.8 

100.0 
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Table 9 I l lustrates the caretakers' responses to the questions 

inquiring about the concern, empathy, and interest demonstrated by the 

pediatric practitioners (questions 15 through 19 and 23). The 

percentages of favorable responses were above 92% for al l six questions. 

Two of these questions asked about the opportunity for the caretakers to 

relay their information or questions to the practitioner. In question 

16, caretakers were asked if they could tel l the practitioner everything 

they wanted and 100% responded yes. Yet later in question 23, 7.3% 

indicated that they had additional questions they would have l iked to 

ask. Questions 20-22, and 25 i l lustrate the caretakers' responses to 

aspects of the technical phase of the cal l. Almost 11% of the 

caretakers indicated that they took measures beyond what was suggested 

by the practitioner during the telephone cal l (question 25). 

The caretakers were asked to rate the pediatric telephone service 

on a scale of 1 to 10, with 1 being low and 10 high (Table 10). The 

responses to this item suggested some dissatisfaction with the telephone 

service but did not identify whether the reason for the dissatisfaction 

was related to the technical or expressive phase of the telephone cal l. 
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Table 10. Caretakers' rating of telephone service. 

RELATIVE ADJUSTS) 

ABSOLUTE FRBQUENCY FRBQUENCY 
Rating of telephone service FREQUENCY (Percent) (Percent) 

1 (1ow) 0 0.0 0.0 

2 0 0.0 0.0 

3 0 0.0 0.0 

2 3.6 3.9 

5 1 1.8 2.0 

6 1 1.8 2.0 

7 1 1.8 2.0 

8 6 10.9 11.8 

9 14 25.5 27.5 

10 (high) 26 47.3 51.0 

Missing 4 7.3 Missing 

TOTAL 55 100.0 100.0 

An opportunity for the caretakers to make suggestions for improve 

ment of the telephone service was offered. Only 12 of the 55 had any 

ideas. Seven of the 12 respondents suggested that the phone cal Is be 

returned in a shorter period of time. Three suggested that more 

telephone l ines be added to the service because the existing l ines 

were constantly busy. One person felt that they were frequently put 

on hold for too long a period of time by inconsiderate secretaries. 

Uti l izing only pediatric nurse practitioners was suggested by one 

caretaker "since nurses care the most and give the best help." 

60 



CHAPTER V 

DISCUSSION OF RESULTS 

The purpose of this study vsas to determine the reasons for care 

takers' telephone cal ls to pediatric health care providers, the 

providers' responses to the cal ls, and the caretakers' satisfaction wi th 

the responses. The information generated by answering these questions 

can be uti l ized in developing curriculun content for telephone manage 

ment in advanced pediatric nursing programs. 

Descriptive Analysis 

The population of this study was homogeneous in that it was made up 

of young fami j ies from the lower to upper lower socioeconomic strata 

with a few in the middle class category. Race or etlnic information was 

not asked of cal lers by cl inic personnel. However, Bice, Eichorn, and 

Fox (1972) found that perceived symptoms and not cultural or social 

factors were the primary variable in explaining uti l ization of health 

services. 

There was an alrrost even division of cal ls between the sexes with 

the major conplaints being shared by both males and females. Age was 

the most discriminating factor in the uti l ization of the telephone 

service. The majority (72.9%) of cal ls were for chi ldren under the age 

of 3 and of those, 44% were for those under the age of 1. 

This study was unique in crosstabulating the age of chi ldren with 

main complaint categories. Many other studies (Katz, et al., 1979; 

Levy, et al., 1980; Strain & Mi I ler, 1971; Strasser, et al., 1979; 
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Tripp, 1971; and Vi I larreal, etal., 1983) del ineated the main ccmplaint 

categories of pediatric telephone cal ls but did not correlate them with 

age. Likewise no other study was found which sub-divided the cal Is 

received during the first month of l ife into weekly time periods. Only 

Strain and Mi I ler (1971) identified wel l-chi Id guidance as a main cal I 

category and they l imited this category to discussion of feeding 

problems. This investigation included wel l-chi ld guidance as a main 

complaint or cal l category with sub-topics including but not l imited to 

feeding problems. 

It was found that the most frequent cal ls were made during the 

first month of l ife and in particular during the first week of l ife. 

Curriculun content should therefore focus on the attributes of the 

normal newborn as wel l as the deviations from normal. New mothers often 

see each blanket-fuzz sneeze as a respiratory problem or an unformed 

stool as diarrhea. It was interesting to note that during the first 

week of l ife, cal ls crossed al l ccmplaint categories as new mothers 

apparently felt the need to report each perceived threat to the infant's 

wel l-being. During this time the practitioner needs to convey empathy 

and interest combined with wel l-chi ld guidance regarding the newborn. 

The second week of I ife brought a reduction in complaint cal Is but more 

than quadruple the nunber of cal ls for wel l-chi ld guidance in the form 

of seeking knowledge and reassurance from the practitioner. Cal ls 

tapered off during the last 2 weeks of the first month of l ife 

suggesting that new mothers may become less anxious and have most of 

their early wel l-chi Id guidance questions answered by this time. At no 

other time across the age groups were the cal Is for wel l-chi Id guidance 
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as frequent as during the first nx)nth of l ife. This finding suggests 

that curriculun content needs to erphasize the provision of anticipatory 

guidance during the first month of l ife v\hen the caretakers are most 

receptive to this information. According to Roghmann and Haggerty 

(1973) times of fami ly crises are opportune ones for medical 

intervention and the birth of a chi ld is a time of fami ly crisis. 

After the first month of l ife, cal ls focused on specific symptoms 

and i l lnesses. Practitioners need knowledge about the most ccrrmon 

pediatric problems and i l lnesses in order to manage these types of cal ls 

appropriately. This study revealed a total of 78 different complaint 

cal Is or problems which could be categorized into 12 main groupings. 

These main complaint categories and sub-groupings provided an 

identifiable outl ine of topics that could be included in the curriculun 

content of advanced pediatric nursing programs. The greatest emphasis 

should be placed on the respiratory, gastrointestinal, wel l-chi ld 

guidance, and dermatological categories as the most cal ls concerned 

these areas. These results differed from those in the l iterature only 

in the area of wel l-chi Id guidance. This category was usual Iy noted as 

miscel laneous in other studies. Fever, trauna, and comnjnicabIe 

diseases were the next most frequent complaint categories in this 

investigator's study. Trauna should have been sub-divided for an 

accounting of the types of injuries the practitioner encountered and a 

l isting of sub-groupings for the curriculun content in this area. 

Of the 15 dispositions uti l ized by the pediatric practitioners in 

managing telephone cal ls, the three uti l ized most frequentIy were (1) 

providing anticipatory guidance, (2) reassurance, and (3) treatment at 
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home. Quite by accident the initials uti l ized to represent these three 

dispositions in Table 5 spel l the word ART and indeed competence in 

providing these functions is the art or essence of telephone management. 

The l iterature (Katz, et al., 1979; Murphy & Dineen, 1975; & Thayer, 

1984) suggested that 50% of pediatric complaints may be handled over the 

telephone. This investigator's study revealed that 1,016 cal ls out of 

2,081 (49%) were managed by ART. 

During the first month of I ife, anticipatory guidance vsas the most 

frequent (46%) disposition uti l ized. Reassurance accounted for 11% of 

the dispositions, and treatment at home, 43%. In contrast, between the 

ages of 1 and 3 months, only 20% of the dispositions were for 

anticipatory guidance, 10% for reassurance, and 70% for treatment at 

home. Oice again the data suggested that the optirrun time for 

intervention aimed at promoting chi ld health and preventing i l lness is 

during the first month of a chi ld's l ife. After age 3 months, the 

category of treating at'home ranged from 80% to 91% of the three main 

dispositions. 

Anticipatory guidance and reassurance have long been recognized as 

nursing functions. Possibly these ski l ls that are acquired in the 

nurse's basic educational background provide an advantage in 

history-taking as nurses are accustomed to probing for the unexpressed 

clues to needs. Treatment at home dispositions have been uti l ized by 

comrunity health and cl inic nurses to a degree, but now the nurse 

special ist or pediatric nurse practitioner should be expected to have 

the additional knowledge regarding management of minor pediatric 
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i l lnesses and some prescriptive privi ied^s for providing this aspect of 

telephone management. 

Questionna i re 

As suggested by Zirmey, et al. (1980) uti I ization of a smal ler 

sample size for a telephone questionnaire should yield simi lar results 

v\hen compared to a larger sample. This investigator found that the 

demographic information regarding the questionnaire population (55 

interviews) was airrost identical to that of the larger retrospective 

study of 2,081 teiephone cai is. There was an almost even nunber of 

cal ls for males and females. - The age distribution represented in the 

questionnaire study was 26% for those iess than 1 year of age and 71% 

under the age of 3, as corrpared to 44% and 73% in the iarger study. The 

caretakers' corrpiaints or reasons for the cal ls were simi lar. 

Respiratory, gastrointestinal, wal l-chi ld anticipatory guidance, and 

dermatological corplaints ware the most frequent complaints and ware 

noted in aimost identicai percentages as those in the larger study. 

Hoekelman (1975) noted that most individuals responding to 

questions regarding their medicai care indicate a high degree of 

satisfaction. The results usual ly indicate 75% to 95% satisfaction, 

making interpretation of the results difficult. He suggested that 

levels of satisfaction shouid be measured. In determining the 

respondent's satisfaction in relation to the pediatric practitioner's 

concern, empathy, and interest, this investigator encountered this very 

problem. The satisfaction responses were al l at 92% or higher. A 

satisfaction index or rating scaie for each question in this section 

65 



 

would have been more valuable in verifying levels of satisfaction and in 

providing a better indication of the practitioner's ski l ls in performing 

the expressive phase of the telephone cal I. 

A satisfaction scale was used to determine the caretakers' overal l 

satisfaction with the telephone service. It was difficult to explain a 

rating scale to some of the cl ients and an analogy with Bo Derek as the 

perfect 10 was final ly employed with some success. There were 4 

caretakers who could not understand the concept of a rating scale and 

therefore did not respond. Two respondents rated the service a 

indicating some dissatisfaction. Unfortunately it is not known whether 

this dissatisfaction was related to the technical or expressive phases 

of the telephone cal l. The average rating for the telephone service was 

9.01 out of 10.0. 

Twelve caretakers had suggestions to offer for improving the 

telephone service. There were 11 ratings of 8 or less on the satis 

faction scale. Of these 11 lower ratings, 8 of the respondents had 

suggestions to offer. The suggestions included returning cal ls sooner 

and offering more telephone l ines to the cl inic. Seven caretakers felt 

their cal ls were not returned soon enough which could be interpreted as 

a lack of concern or interest on the part of the pediatric 

practitioners. The one suggestion cal l ing for an al l nurse practitioner 

answering service could be interpreted as being due to the excel lent 

telephonic ski l ls of the nurses, but 1 response out of 55 is hardly 

indicative of such expertise. 

65 



Limitations 

The l imitations of this study included: 

1. Retrospective coding of recorded data, V\hiie the investigator 

alone coded the data, many different persons had written the 

original complaints, thus the val idity/rel iabi I ity of the data 

may be c|uestionable. 

2. Incomplete data, especial ly in regards to disposition of the 

telephone cal I. 

3. The rel iabi I i ty and va I idi ty of the o|uestionna ire as a measure 

of caretaker satisfaction with the expressive and technical 

phase of the cal I was not determined. 

The uti l ization of an analogy in explaining the rating scale 

to only those interviewees having difficulty with the concept. 

The inconsistent achiinistration of this question could pose a 

threat to the comparabi l ity of the results. 

5. Because the study was conducted in only one setting, the 

genera I izabi I ity of the results is l imited. 
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CHAPTER VI 

SUMMAFY, CONCLUSIONS, AND IMPLICATIONS 

SuTTTBry 

Although telephone management in pediatric practice accounts for 

almost one third of the practitioner's time, l ittle is known about the 

nature of telephone cal ls. As noted in the l iterature review, both 

medical and nursing schools have fai led to include instruction in 

telephone management as a part of the primary care curriculum. It has 

been assumed erroneously that pediatric practitioners wi l l inherently 

acquire the ski I I of good telephone management on the job. 

This study examined the telephone log data from a large 

northeastern pediatric outpatient department over a 1-year's period of 

time. The nature of the telephone cal ls revealed information that 

suggested appropriate curriculum content for advanced pediatric nursing 

programs. A total of 12 broad categories of required knowledge with 

sub-topics were defined. Knowledge regarding respiratory, 

gastrointestinal, wel l-chi ld guidance, and dermatological areas should 

be emphasized as nearly 80% of the cal Is concerned these categories. 

Understanding the attributes of the normal newborn and deviations from 

normal are necessary because most cal Is for wel l-chi ld guidance and 

reassurance occurred during the first 2 weeks of l ife. A general 

knowledge of growth and development should be required in order to 

provide a basis for answering the requests for information in the other 

age categories. 
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Results from the telephone questionnaire demonstrated that most 

caretakers uti l ized the telephone in response to concerns regarding 

syrrptcmatic chi ldren. They perceived that the practitioners evidenced 

concern, empathy, and interest in their problems. A telephone management 

curriculun mjst therefore include a section on interviewing ski l ls. The 

expressive phase of the telephone cal l or the abi l ity to l isten, monitor 

cues, val idate perceptions, support, and nurture mjst be stressed. The 

practitioners must learn to use the cal ler's senses of sight, smel l, 

hearing, and touch in l ieu of their own. The unique needs of each 

fami ly must be recognized and respected. 

Conclusions 

Based on the results of this study, the fol lowing can be concluded. 

1. Respiratory, gastrointestinal, wel l-chi Id guidance, and 

derniatoIogicaI complaints constituted the most frequent 

reasons for telephone cal ls. 

2. Most cal ls for wel l-chi ld guidance and reassurance occured 

during the first month of a chi ld's l ife. 

3. Of the 15 dispositions uti l ized by the pediatric practi 

tioners, anticipatory guidance, reassurance, and treatment at 

home were the most frequent, comprising 49% of the cal Is. 

4. The caretakers' level of satisfaction with the practitioners' 

concern, empathy, interest, and disposition was high. 

5. The most frequentIy mentioned suggestions for improvement of 

the telephone service were increased nunber of telephone l ines 

to the cl inic and faster return of cal ls. 
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Inpl ications for Nursing Practice 

V\hi le various studies have indicated that pediatric practitioners 

in general have serious deficiencies in providing telephone management, 

the nurse, or pediatric nurse practitioner in particular, is more 

capable than most (Perrin & Goodnan, 1978; Strain S Mi l ler, 1971). 

Comrunication ski l ls appear to be the discriminating factor. Nurses 

have historical ly been the eyes, ears, and voice for both the cl ient and 

the physician. Nurses are taught in their basic educations to l isten, 

observe, and be sensitive to what is said as wel l as to what is not 

being said. They are taught to respond to the cl ient's agenda and to 

recognize the need for providing support, anticipatory guidance, and 

reassurance. Basic nursing curriculuns must continue to provide nurses 

with these invaluable ski l ls. Uti l ization of these good communication 

techniques has prompted the nurse to question specifical ly and therefore 

obtain accurate histories. To these basic ski l ls, the advanced 

practitioner learning telephone management must add the abi l ity to 

evaluate without the benefit of the senses of smei i, sight, touch, and 

hearing. Furthermore, the conversation is carried on through an 

intermediary - the caretaker. The difficult task of learning to detect 

anxiety, uncertainty, and fear and project warmth, concern, and 

understanding without face to face contact or the observance of 

non-verbal corrrTunication must be taught. 

Even though Goodman and Perrin (1978) found that pediatric nurse 

practitioners (PNPs) were as competent or more competent than some 

physicians in providing dispositions, this investigator bel ieves that 
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the weakest part of the nurse's management ski I Is may be in providing 

dispositions. Recomnending dispositions for health problems is a 

relatively new ski l l for most PNPs. Whi le nurses seem to obtain 

pertinent assessment data from caretakers without the aid of protocols, 

it is possible that a system of protocols would be advantageous in 

guiding decision-making regarding dispositions. The use of protocols in 

the learning situation would avoid the missing of any steps in the 

decision-tnaking process. The protocols uti l ized should be based on the 

data obtained regarding the most frequent complaint cal l categories. 

Confidence in the nurse's abi l ity to manage would certainly be increased 

if she/he were aware of and knowledgeable about expected cal Is and 

probable dispxositions. A series of taped vigoettes or computer simula 

tions with branching could be provided in the curriculun for practice in 

managing compiaints in each major area prior to assigning the student to 

a telephone management service in a field practicun. Computer 

simulations would have the advantage of consistent and inmediate 

feedback. Students learn from mistakes that wi l l not be made in the 

cl inical area. Preceptors should then ironitor the students' telephone 

cal ls and critique their management ski l ls in the cl inical setting. 

The health care del ivery system in the United States in 1985 has 

reached a point in which drastic changes must be made. No longer can 

health care costs continue to escalate at the present rate nor may it be 

feasible for everyone to receive the ultimate in health care. 

Appropriate and responsible use of the telephone as a tool to provide 

health services must be considered as an alternative to office or 

emergency room visits. Several studies have shown that a 24-hour 
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pediatrie telephone service in urban health departments or large 

hospital emergency departments has reduced cost, conserved manpower, and 

provided continuity of care (Caplan, Orr, Skulstad, & Charney, 1983; 

Kramer & Leach, 1979; Vi l larreal, et al., 1983; Yeatman, 1981). In 

these cases, the nurse is the primary care provider with pediatrician 

back-up. The nurse nnust therefore be prepared for this role. 

When caretakers display health promotion and disease prevention 

behaviors by uti l izing a telephone service, an extension of these 

behaviors may be surmised. Anticipatory guidance, reassurance, or 

suggestions for treatment at home can be transferred to self-care 

activities in the future. It can be argued that in this time of health 

care del ivery crisis the populace needs to be more involved in 

self-care. Self-care ski l ls can accrue, be assimi lated, and passed on 

to others (Levin, Katz, S Hoist, 1976). The nursing theorist, Dorothea 

Orem, provides the schema for both the nurse's and cl ient's role in 

self-care and in this case the uti l ization of the telephone service in 

attaining this self-care. There is a need for research to evaluate 

whether health attitudes can be changed by organized efforts and lead to 

altered health behavior. 

Treatment is never as effective as prevention, therefore early 

recognition and intervention techniques are as important as the 

detection of actual physical problems. Nurses mjst continue to maintain 

their excel lence in cormunication ski l ls and refine their ski l ls in 

making dispositions as the role of telephone management wi l l 

increasingly be delegated. Nurses must demonstrate that their telephone 

management is unique and a necessary part of the health care del ivery 
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system. Otherwise, nurses may find that a cold, non-feel ing machine is 

answering the caretaker's telephone cal l with a pre-recorded disposition 

message. 

Impl ications for Nursing Research 

The findings of this study regarding the major complaint categories 

of telephone cal ls are simi lar to those reported by other researchers 

(Fischer S Smith, 1979; Katz, et al., 1979; Levy, Strasser, Lamb, 

Rosekrans, Friednan, Kaplan, & Sanofsky, 1980; Vi l larreal, et al., 

1983). Research now should be focused on how to provide the expressive 

phase of the telephone cal l. There appears to be enough data regarding 

the types of cal ls received, but no studies were found with data on the 

relative effectiveness of various techniques for providing telephone 

management. There is a need for research to define and measure the 

components of interviewing by telephone. An extension of this 

investigator's study of caretaker satisfaction with the responsiveness 

of pediatric providers needs to be undertaken. A more sophisticated 

tool to evaluate caretaker satisfaction should be designed. 

A system of protocols may be the instrunent to uti l ize in preparing 

practitioners in telephone management. As recorrmended by Heagarty 

(1979), more scientific val idation of this tool is required. If the 

protocol system is val id, then computerized simulations with branching 

should be developed and tested as a method of teaching the ski l l of 

making accurate dispositions. 
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APPENDIX B 



CONTINUITY PROGRAM 

Telephone Call 

Date: Time: 

Usual MD: 

Patient's 

Name .... 

Telephone #: 

Problem: 

A.M. 

P.M. 

Disposition: 

Call taken by: 
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PHONE SERVICE QUESTIONNAIRE 

Code Number: 
Category of Caretaker: 
Phone Number: 

Chief Complaint: 

1. To begin with, let's talk a little bit about the problem you called 
in for. When you called,what was your main concern or problem with 
(child's name) ? 

CHIEF COMPLAINT 

2. Has (child's name) ever had a problem like this before? 

NO 1 
YES 2 

3. Was there anything different or unusual happening that made you call 
when you did: 

NO 1 
YES 2 

3a) What was happening? 

4. How worried were you? A little bit, quite a bit, or very worried? 

LiniE BIT 1 
QUITE A BIT 2 

VERY 3 

5. When problems like this occur, do you usually have someone around 
that you can talk to? 

NO 1 
YES 2 

5a) Who is available? 

6. Were the others worried too? 

NO 1 
YES 2 
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7. Did you have some idea of what to do about the problem? 

7a} 

NO 
YES 

What did you think ought to be done? 

1 
2 

8. I would now like to ask you a few questions about your use of the 
clinic and the phone service. How long have you been coming to the 
Pediatric Continuity Clinic? 

9. Do you ever take (child's name) to other places for care? 

NO 1 
YES 2 

9a) Where else? 

10. How did you learn about the phone service? 

11. How often do you use the phone service? 

12. Looking back at the call you madie several days ago, what would you 
have done if the phone service had not been available? 

13. Do you remember what time of day or night you called? 

NO . 1 
YES 2 

13a) When? 

14. Did you hear or remember the name of the person with whom you 
talked? 

NO 1 
YES 2 

14a) What was the name? 
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15. I am wondering what It was like for you when you called the phone 
service. Did the (doctor/nurse) seem concerned about your 
problem? 

NO 1 
YES " 2 

16. Were you able to tell the (doctor/nurse) everything you wanted 
to about (child) ^nd his/her problem? 

NO 1 
YES 2 

17. Did the (doctor/nurse) answer your questions? 

NO 1 
YES 2 

18. Did the (doctor/nurse) seem to have time to help you? 

NO 1 
YES 2 

19. Did you understand the directions for (child's) care? 

NO. 1 
YES 2 

20. Could you do what was recommended for your child? 

NO 1 
YES 2 

21. Did this treatment seem right to you? 

NO 1 
YES 2 

22. Was there anyone around home who had a different idea about how to 
take care of the problem? 

NO 1 

YES 2 

22a) Who was this person? 

23. Were there any other questions you would have liked to ask? 

NO 1 
YES 2 

23a) What kept you from asking? 
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24. The last questions-have to do with what happened after you called 
the phone service. How did things go after you called? 

25. Did you need to do anything else other than what was suggested on 
the phone? 

NO... 1 
YES 2 

25a} What d1!d you do? 

26. When did (child's name) start feeling better? 

27. On a scale of 1 to 10, with one being low and 10 high, how good did 
you feel about the service you received over the telephone? 

28. Do you have anything to suggest that you think would make the 
phone service better from a (caretaker's) point of view. 

29. Disposition noted by provider. 
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