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Abstract

Purpose
Approximately one quarter of cancer patients are parents to young children. One unique challenge faced
by this patient group is the di�culty of accessing childcare support during medical appointments.
Hospital-based childcare options could represent a solution to this problem, but to this point, no
comprehensive scans have described existing on-site childcare centres. The purpose of this study is to
identify and characterize on-site childcare services available to patients at North American hospitals. This
information could inform the development of similar programs for cancer patients.

Methods
Using publicly available information, an environmental scan of the grey literature was conducted to
investigate Canadian and American hospitals for the presence of childcare services. A standardized data
collection tool was used to extract centre characteristics.

Results
Twenty-six childcare centres were identi�ed across 161 hospitals. The majority of the centres were
associated with pediatric hospitals (77%) and were located in the United States (69%). Only a single
childcare centre was associated with a cancer hospital. All centres accommodated children between the
ages of 3 and 8. Most centres were open for over 30 hours per week (77%) and were free of charge to
users (89%). Other characteristics, including capacity and sta�ng, varied widely.

Conclusions
These results represent an inventory of patient-accessible, on-site childcare services currently available at
North American hospitals. Cancer patients who are also parents may especially need this kind of support,
as they are at high risk for �nancial toxicity.

Introduction
The National Cancer Institute estimates 20% of newly diagnosed cancer patients are between the typical
parenting ages of 20 and 54 [1]. Not only are parental cancer rates appreciable, but they have the
potential to rise; the average age of childbearing women has increased in recent years, and older parents
are at a greater risk of cancer as compared to their younger counterparts [1–3].

Cancer patients who are also parents face signi�cant psychosocial stress. These patients face an internal
struggle in balancing their own needs with those of their children, and the common response to prioritize
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the latter leads to exhaustion and burnout [4–6]. Many patients feel pressured to maintain a sense of
routine and normalcy for their children despite changing circumstances, and mothers, especially, tend to
feel obligated to continue to take responsibility for childcare and housekeeping, despite their illness [9]. As
well, it is common for parents to feel guilt due to their perception that their lower energy and physical
limitations – often caused by both their illness and treatment – prevent them from being ‘good parents’
[5, 7–10]. There are additional existential worries for parents with cancer, such as the fear that they may
not live long enough to raise their children to adulthood [11]. Even when in remission, patients who have
children fear recurrence more than patients who do not [12].

While the psychosocial stress burden on parents with cancer cannot be easily alleviated, examining
solutions to practical challenges such as lack of childcare may have bene�t for patients, their families,
and the system. Many studies have suggested that the di�culty associated with coordinating childcare
and health care appointments contributes to role strain, frustration, and appointment noncompliance for
patients [7–8, 10, 13]. To our knowledge, only one study has speci�cally assessed childcare needs in
cancer patients and the success of a supportive childcare intervention [13]. This study, conducted by
Cohen et al., found that over 50% of mothers considered childcare to be their most overwhelming
responsibility after their cancer diagnosis, and 75% indicated that a supportive childcare intervention
allowed them to keep appointments that they would have otherwise had to miss [13]. On-site childcare
also has the potential bene�t of convenience for patients and the ability to link families in with other
oncology services.

While the evidence for the need for childcare support is compelling, existing literature on supportive
cancer care has not been overly focused on this need, nor the degree to which it has actually been met.
The aim of this study is to identify and describe on-site childcare services available to patients at
hospitals across Canada and the United States (U.S.). This inventory is intentionally limited to lay-
accessible searching avenues, to allow for a description of childcare options that could reasonably be
identi�ed by patients prior to hospital visits, based on publicly available information. The results of this
study provide a description of the landscape of currently available services to patients at North American
hospitals and may allow this knowledge to translate into services at cancer centers.

Methods
An environmental scan based on a search of the grey literature was conducted to assess the current
availability of on-site childcare services for patients at hospitals across Canada and the U.S. This method
was selected to simulate information that would be accessible to patients looking for on-site childcare
options at hospitals. This scan involved two stages: (1) the selection of hospitals for inclusion in the
study and (2) a description of the details of existing childcare options at these hospitals.

1. Hospital Selection
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The �rst step in hospital selection was the identi�cation of broad hospital types to investigate: (1)
university hospitals, (2) cancer centres, (3) pediatric hospitals, and (4) women’s hospitals. A shortlist of
hospitals for each type from both the U.S. and Canada was compiled to represent a broad distribution of
hospitals that were geographically spread, and either associated with academic activities or deemed to be
“highly ranked”. Noting that this would not be an exhaustive list of all hospitals, this selection process
was based on the assumption that comprehensive hospitals and highly rated hospitals – especially when
patient satisfaction was considered in ratings – would be more likely to provide services impacting
patient experience, such as childcare. The shortlist was composed by reviewing published lists of
hospitals, as outlined below.

For the Canadian university hospitals, one large (de�ned as having a level 1 trauma centre) teaching
hospital associated with each Canadian medical school was chosen, which allowed for the identi�cation
of 16 university hospitals. A comprehensive list of Canadian cancer centres from the Canadian
Organization of Medical Physicists was utilized to identify 28 Canadian cancer centres. Only 11
dedicated pediatric hospitals and 5 women’s hospitals were identi�ed in Canada, all of which were
included. In total, 60 Canadian hospitals were included in the original shortlist.

For the American university hospitals, the top 30 hospitals associated with medical schools from
Newsweek’s “Top 100 Hospitals in the USA” list were selected, with 30 representing a manageable number
of highly ranked hospitals [15]. For the cancer hospitals, the U.S. News & World Report’s top-rated NCI-
designated comprehensive cancer centres in each state were chosen, leaving 29 cancer hospitals in total
[16, 17]. For pediatric hospitals, the top 30 hospitals across different pediatric specialties were selected,
according to the U.S. News & World Report [18]. For the American women’s hospitals, the 15 most highly
ranked gynecology hospitals, which had not already been accounted for, were chosen [19]. In total, 104
American hospitals were included in the original shortlist.

The original shortlist was then modi�ed in an iterative process. There were some instances where two
different types of hospitals were located on the same physical site. One of two such hospitals was
eliminated from the list as a duplicate if (1) the two hospitals were located at the same address and (2)
separate amenities were not listed online for the two hospitals. Additionally, some hospitals were added
to the list as they were identi�ed during the investigative process, typically through relationships to
hospitals on the original shortlist. After these modi�cations were made, the �nal shortlist included 55
Canadian hospitals (13 university hospitals, 28 cancer hospitals, 10 pediatric hospitals, 3 women’s
hospitals, and 1 community hospital), and 106 American hospitals (27 university hospitals, 29 cancer
hospitals, 33 pediatric hospitals, 15 gynecology hospitals, and 2 community hospitals), with community
hospitals being de�ned as small, non-federal, general hospitals [20] (Supplementary Material 1).

2. Identi�cation of On-Site Childcare Centres and Data
Extraction
For each hospital included in this analysis, a systematic approach, as outlined below, was used to �rstly
determine if on-site childcare options were available, and to secondly extract key characteristics of
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identi�ed centres.

Firstly, each hospital’s o�cial website was hand-searched for mention of relevant resources (e.g.
childcare centres, patient amenities, playrooms, etc.). This involved both searching the website’s database
and using the website’s search bar by entering keywords (childcare, child life, playroom, daycare, sibling
care). All website searches were conducted in the month of May 2020. In some cases, relevant
documents (e.g. web pages, reports) describing on-site childcare services were identi�ed. The URL of
these individual records were recorded, and if available, the following data was extracted from these
sources using an Excel spreadsheet: the centre name, hospital a�liation, location, hours of operation,
users, capacity, age range, limits on use, staff, registration requirements and drop-in potential, cost for
users, and funding structure. In some cases, not all of this data was available from the website alone, and
so a second Google search was performed to identify alternate sources of information about the
resource, such as newspaper articles. When a contact phone number for a centre or service was identi�ed,
a recorded phone conversation was made. Where possible, these alternate sources of information
allowed for the extraction of the remaining data characteristics.

When hospital websites explicitly expressed that on-site childcare was not available, this information was
recorded. However, if the absence of a centre could not be con�rmed from a hospital’s website alone, the
next step was to call the hospital directly, to con�rm that no on-site childcare options had been missed.
The �rst phone number that was called was always the telephone operator, and, if needed, phone calls to
departments such as child life, social work, or patient services were subsequently made. Where centres
were present, these phone conversations allowed for information about the centres to be collected, which
was recorded on the Excel spreadsheet. In some cases, these phone conversations led to email
correspondences, which allowed for the extraction and recording of data in an analogous manner.

The grey literature search was conducted with the aim of recording as many on-site childcare options as
possible. The next step was to narrow down those options, using inclusion criteria, in order to identify
accessible locations where patients could realistically drop off their children for short term supervision
while attending medical appointments. To be included, the childcare centres had to correspond to the
following criteria: (a) be hospital a�liated, (b) be consistently supervised, (c) be a physical centre, either
on-site or nearby, (d) be realistically accessible to patients with children or siblings of patients being one
of the main user groups, and (e) be available for a short term period (i.e. not a formal daycare centre
requiring yearlong registration).

Results

1. Environmental Scan
The �ow scheme of the environmental scan is presented in Fig. 1. In May 2020, 26 patient-accessible, on-
site childcare centres were identi�ed at hospitals across Canada and the U.S., based on inclusion criteria.

2. Characteristics of Centres Found
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The main characteristics of the centres retained based on the inclusion criteria are summarized in
Table 1, and full details are provided in Supplementary Material 2.

i. Hospital Characteristics
While childcare centres were identi�ed at all types of hospitals explored, the overwhelming majority of
centres (77%) were associated with pediatric hospitals. Centres were identi�ed in both Canada and the
U.S., with 8/55 Canadian hospitals and 18/106 American hospitals having patient-accessible on-site
services.

ii. General Operational Characteristics
Hours of operation varied across centres: approximately half of the centres were open between 30 to 45
hours per week (46%), approximately one third of the centres were open between 46 and 60 hours per
week (31%), and 15% of centres were open for fewer than 30 hours per week. The remaining centres (8%)
had variable hours, which depended on factors such as staff availability. Centres open for less than 45
hours per week tended to have hours of operation restricted to weekdays, while centres open for more
than 45 hours per week were more likely to have hours of operation on all days of the week (Fig. 2).
Generally, all centres’ hours of operation tended to fall between 8:00 am and 6:00 pm (Supplementary
Material 2).

In terms of user groups, most centres catered exclusively to children associated with patient families.
Speci�cally, 46% of centres were intended exclusively for the use of siblings of pediatric patients, children
of adult patients, or both, while 39% of centres were intended for use by these groups as well as pediatric
patients. The remaining centres served a broader group of children, including those associated with
visitor or employee families.

In terms of sta�ng, over half of the centres were supervised by a combination of volunteers and staff
members (58%). Many centres were supervised exclusively by staff members (39%), while a single centre
was found to be supervised exclusively by trained volunteers.

Funding structure also varied across centres, with 35% of centres being funded by a hospital or child life
foundation, 39% by charitable foundations or private donors, and 12% by some combination of these
sources of income. Two centres that charged users for their services used this revenue to support the
centre, along with supplementation from hospital operational funds (8%).

iii. Operational Characteristics Affecting Accessibility
The capacity of centres varied widely, with 42% of centres accommodating 11 to 30 children, 19%
accommodating 10 children or fewer, and 8% accommodating between 31 and 40 children at maximum
capacity. Some centres had variable capacities that depended on staff and volunteer availability (15%).

Age ranges of children served varied widely, with some centres only specifying a lower age limit, ranging
from 15 months to 3 years old (12%), and others only specifying an upper age limit, ranging from 10 to 13
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years old (27%). Forty-six percent of centres speci�ed both an upper and lower limit age range, with the
majority of these centres accommodating children between the ages of 3 and 8 years (Fig. 3). Three
centres (12%) were accessible to all ages.

Many centres speci�ed time-based limits on usage, with about a third of centres having a limit between
1.5 to 2 hours of usage per day (35%). Fifteen percent of centres had a limit of 3 to 4 hours of usage per
day, while 35% of centres had no formal limitation on usage. Two centres speci�ed a limit of days per
�scal year that the centre could be used, rather than an hourly limit, and one centre indicated that
limitation on use was staff dependent. Registration varied across centres, with the majority of the centres
operating on a drop-in, �rst-come, �rst-served model (54%). Thirty-one percent of centres encouraged pre-
registration of children with drop-in services as available, and 12% of centres operated exclusively on a
pre-registration basis.

The vast majority of centres identi�ed did not charge for use (89%), but three centres charged a nominal,
time-based fee (12%).
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Table 1
Characteristics of on-site childcare programs.

Characteristics Scan (N = 26) n
(%)a

A�liated Hospital Type  

University Hospital 1 (4)

Cancer Centre 1 (4)

Womens’ Hospital 1 (4)

Pediatric Hospital 20 (77)

Community Hospital/Health Authority 2 (8)

Womens’ and Cancer Hospital 1 (4)

Location  

Canada 8 (31)

United States 18 (69)

Hours of Operation  

< 30 hours total 4 (15)

30–45 hours total 12 (46)

46–60 hours total 8 (31)

Variable Hours 2 (8)

Users  

Children or siblings of patients only (no patients) 12 (46)

Children or siblings of patients and pediatric patients 10 (39)

Children or siblings of patients, pediatric patients, children of visitors, and children of
employees

4 (15)

Capacity  

10 children or fewer 5 (19)

Between 11 and 30 children 11 (42)

Between 31 and 40 children 2 (8)

aTotals of each category may not equal 100% due to rounding.

bThis information was not retrievable for all centres using the methods described above (hand-
searching of websites, targeted phone calls, and email correspondences)
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Characteristics Scan (N = 26) n
(%)a

Variable; volunteer/staff dependent 4 (15)

Unspeci�ed* 4 (15)

Age Range  

Only lower limit age speci�ed (ranging from 15 months – 3 years) 3 (12)

Only upper limit age speci�ed (ranging from 10–13 years) 7 (27)

Lower limit age speci�ed (ranging from 6 weeks – 3 years) and upper limit age
speci�ed (ranging from 8–13 years)

12 (46)

Accessible to all ages 3 (12)

Unspeci�ed** 1 (4)

Limits on Use  

1.5–2 hours maximum per day 9 (35)

3–4 hours maximum per day 4 (15)

20 days maximum per �scal year, no hourly limit 2 (8)

No limits on use 9 (35)

Volunteer-dependent limits 1 (4)

Unspeci�ed** 1 (4)

Supervising Staff  

Trained volunteers only 1 (4)

Trained volunteers and staff (child life specialists, childhood educators, etc.) 15 (58)

Trained staff only 10 (39)

Registration Options  

Pre-registration only 3 (12)

Pre-registration, with drop-in as available 8 (31)

Drop-in only 14 (54)

Unspeci�ed** 1 (4)

aTotals of each category may not equal 100% due to rounding.

bThis information was not retrievable for all centres using the methods described above (hand-
searching of websites, targeted phone calls, and email correspondences)
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Characteristics Scan (N = 26) n
(%)a

Cost for Users  

Free 23 (89)

Time-based charges 3 (12)

Funding Structure  

Hospital or Child Life Foundation 9 (35)

Charitable foundation and/or private donors (exclusively philanthropic funding) 10 (39)

Combined funding: Hospital foundation/operational funds and private donations 3 (12)

Revenue-based with supplementation from hospital operational funds 2 (8)

Unspeci�edb 2 (8)

aTotals of each category may not equal 100% due to rounding.

bThis information was not retrievable for all centres using the methods described above (hand-
searching of websites, targeted phone calls, and email correspondences)

Discussion
As the median age of parenting increases, so does the proportion of cancer patients who are also parents.
The undeniable psychosocial stress experienced by these patients has the potential to be mitigated by
instrumental supports, such as on-site childcare services at cancer hospitals. As such, this environmental
scan of the grey literature aimed to characterize the current state of on-site childcare options for patients
at North American hospitals. Based on inclusion criteria, 26 patient-accessible, on-site childcare centres
were identi�ed in an investigation of 161 hospitals. Three notable trends emerged from the
characteristics of these centres.

The majority of centres (69%) were found in the U.S. More American hospitals than Canadian hospitals
were explored (106 vs. 55), but a greater proportion of American hospitals had on-site childcare centres
compared to their Canadian counterparts, even after accounting for this. One possible explanation for this
�nding is that the health care funding structures in the U.S. and Canada differ signi�cantly, and generally,
national health care spending is more signi�cant in countries with more privatized systems, such as the
U.S. [21]. This spending could translate to funding for on-site childcare, with one important use for
funding being the sta�ng of childcare centres. Approximately half (10 of 19) of the American centres rely
entirely on paid staff, while all but one of the Canadian centres rely partially or entirely on volunteer
workers (Table 1; Supplementary Material 2). This observation highlights that while a privatized system
may create funding that facilitates the creation of on-site childcare centres, it is not an absolute necessity,
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especially when other valuable resources (such as volunteers) can be utilized. Therefore, on-site hospital
childcare can be a reality in both private-leaning and public-leaning systems.

Another trend that emerged was that most of the identi�ed centres are located in pediatric hospitals, and
so are intended for siblings of patients. Most of these centres are associated with child life departments.
Child life services at pediatric hospitals help to prioritize a family-centered approach to patient care, which
involves the heavy consideration of familial and sibling needs [22, 23]. Some of these needs can be met
by on-site childcare centres; for example, the practical need for child supervision, and the emotional need
for respite for both parents and siblings [22, 23]. Adult patients who are parents are also in need of
instrumental support, particularly outpatients with frequent and variable appointment schedules, such as
cancer patients. Unfortunately, the lack of on-site childcare services at adult hospitals indicates that, in
some ways, the needs of this demographic have potentially been overlooked. Therefore, the fact that 77%
of identi�ed centres were found in pediatric hospitals can be generalized to suggest that when family
needs are prioritized, on-site childcare services are more likely to be offered.

In addition to highlighting trends towards American and pediatric hospital-associated childcare centres,
the majority (89%) of explored centres are free of charge to users. Charging money for an on-site service
has its advantages: two of the centres that charged a user fee reported that this revenue was used entirely
to fund the centres’ operations, and, correspondingly, these centres had some of the most extensive hours
of operation and largest capacities of all centres explored. Therefore, a small fee could make the
existence of on-site hospital childcare centres more �nancially feasible, and could allow existing centres
to offer more extensive services.

However, charging for on-site childcare can create a barrier to access for patients, especially patients with
chronic illnesses, such as cancer, who require multiple appointments and might therefore rely heavily on
such services. In recent years, costs associated with cancer have signi�cantly increased both directly (i.e.
treatment costs) and indirectly (i.e. lost productivity at work), causing cancer to rank as the second most
expensive disease in the U.S. [24]. This has the potential to create �nancial toxicity, leading to substantial
�nancial burden and thus reduced quality of life, increased distress, and worse patient outcomes [24].
Among cancer patients, one group that has been identi�ed as being disproportionately affected by
�nancial toxicity are younger patients (20–65 years old), as these patients tend to have lower savings
and fewer assets [24]. This age group is also the most likely to comprise of parents. As such, while
charging for the use of an on-site childcare service can be advantageous, �nancial toxicity to patients
should not be overlooked as a potential adverse effect, especially in cancer hospitals.

The present �ndings are limited by several factors. Firstly, it is possible that some on-site hospital
childcare options in North America were missed in our scan, as only 161 hospitals were ultimately
explored. The rationale for limiting the environmental scan to this shortlist was based on the knowledge
that, to date, no other scan has evaluated on-site childcare hospitals in North America. As the �rst of its
kind, this scan could not reasonably assess every hospital in Canada and the U.S. In order to make the
scan a manageable undertaking, top-ranked hospitals were explored, based on the assumption that on-
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site childcare centres were more likely to be found at highly ranked hospitals. However, this assumption
may not be true, and therefore, it may be worth expanding the list of hospitals in future studies. Further,
six hospitals were added to the list as they were identi�ed during the investigative process. It is possible
that the addition of these hospitals weakens the generalizability of the scan’s results, but it is worth
noting that these hospitals had a connection to the original list and did not represent a majority of
hospitals on the �nal shortlist. It is also possible that some on-site childcare options were missed, even
within the list of hospitals explored, such as more informal childminding services not advertised on
hospital websites. Similarly, there were childcare centres which were identi�ed, but could not be
completely characterized according to the descriptors in Table 1, based on publicly available information.
However, the lay-accessible searching methods used to conduct this scan ensured that those services
identi�ed could reasonably be identi�ed by patients prior to hospital visits, based on publicly available
information. Therefore, if some on-site childcare services, or their characteristics, were missed by our
scan, this suggests that this information is perhaps not adequately accessible to patients.

Finally, these �ndings have implications for future research in this area. While this inventory is a starting
point, it did not determine the degree to which on-site childcare supports for cancer patients are actually
needed. Future research should evaluate the perspectives of current cancer patients on this topic, as this
knowledge would help to expand current understanding of the instrumental support needs of this patient
group, and could inform the development of future childcare centres.

Conclusion
Cancer patients who are also parents may especially bene�t from on-site childcare at hospitals, as this
support could reduce the �nancial toxicity and distress that disproportionately affects this patient
population. In evaluating the state of existing supports, this environmental scan identi�ed and
characterized 26 patient-accessible, on-site childcare services at hospitals across North America using
lay-accessible searching methods. The scan indicated that the majority of hospitals explored had no such
services, that existing services were mostly represented in American, pediatric hospitals, and that
childcare supports were underrepresented in cancer hospitals. Future studies should focus on better
characterizing the need for in-hospital childcare supports in the cancer patient population.
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Figure 1

Flow scheme of the environmental scan
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Figure 2

Total hours of operation of the 26 centres identi�ed, including weekend availability
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Figure 3

Ages of children accommodated at the centres with fully speci�ed age limits (n = 12)
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