S

HAS BEEN MICROFILMED
EXACTLY AS RECEIVED

NL-339 (r. 82/08)

s L "' '
CANADIAN THESES-ON MICROFICHE :
. T — ' -
i 1.S.B.N ,,
THESES CANADIENNES SUR MICROFICHE ;
; . \ r - | . ) ‘ \ . \: Do . ) L ‘ ! . ‘
. % : N ’ ' N
~
, e
l* National Ljbrary of Canada , Bibliothéque nationale du'Canada
. Collections Development Branch Direction du développement des collections
Canadian Theses on Service des théses canadiennes‘ ’
Microfiche Service - sur microfiche ‘ P
- Ottawa, Canada ' '
KI1IAON4. -
NOTICE . AVIS.
The quality of thus microfiche is. heavily dependent . La qualité de cette microfiche dépend gréndement de
“upaon the quality of the original thesis submitted for la qualité de la thése soumise au microfilmage. Nous
microfilming. Every effort has been made to ensure avons tout fait pour assurer une qualité supérieure
the highest quality of reproductlon possible. de reproductuon )
If pages are missing, contact the - umversny which Sl mar,que des . pages, - veuullez commumquer
) granted the degree avec l'université quu a confere le grade
Some pages may have indistinct print especially La quahte dlmpressmn de certaines pages -peut
'if the original pages were typed with a poor typewriter laisser a désirer, surtout si les pages originales ont été
ribbon or if the university sent us a poor photocopy. dactylographlees a l'aide d'un ruban usé ou si l'univer-
: sité nous a fait parvemr une photocopte de mauvaise
qualité. -
Previously copynghted materials (Journal articles, Les documents qui font déja . tobjet dun droit
e publnshed tests, etc.) are not fllmed d'auteur (articles de - revue, examens publiés, .etc.) ne
- — ) sont pas microfilmés. N
Reproduction in full or in parrof this film'is gov- La reproducuon r;neme partiexalle yde ce microfilm
erned by the" Canadian Copyright Act, R.S.C. 1970, est soumise a la Loi canadienne: s[?r le droit d’auteur,
c. C-30. Ple}ése read the authorization forms which SRC 1970, c. C-30. Veuillez prendre connaissance des °
accompany vhas thesis. formules d'autorisation qui accompagnent cette theése.
\?*w ‘ "THIS DISSERTATION LA THESE A ETE

MICROFILMEE TELLE QUE
NOUS L'AVONS RECUE

e

Canad"' -



o | B N 0-3S SIS
l* Natlonal Library Bubllothéque natlonale - s ,'/ t
¥ of Canada du Canada - .* : :
Canadian Theses Division  Division des théses canadiennes | o
Ottawa, Canada ' o K B < : ¢
K1A ON4 . - g R . . i

63824 T e

"PERMISSION TO MICROFILM — AUTORISATION DE MICROFILMER

1Y

o Please prmt or type — Ecrire en lettres moulées ou dactylographler o -\
Full Name of Author— Nomcomplet de I'auteur o = ‘ ' _/ "
& ' ) ’ ¥ i
N NAQQ_WT bo&IS , Pemse RN

Date of Birth — Date de nalssance o Country of Birth — Ligt‘: de naissance

Auqust 11 Mﬁ’ ] | CANADA
Permanent Address — Résidence fixe " -
2A - 8ses 12 ST, .
EDAMONTE N , At N
T64 25 ' . A . ; .
Title of Thesis — Titre de la these ) -]
, _ ; ,
M&;hf “ FAMH-'-V MM&&:& 7= lou. ’ PM'\&MTS . AS )
Peecewvesr 8y F‘”W 24 MMG&QS AN e NURSES T
AN EvreosaTDeY  STUDY - o Lo
. . » | | .
Jniversity — Université ‘ » o Ao , )
Uunivees Ty ©F Ausec-rg g ] \ ' '
Jegree for which thesis was présented — Grade pour lequel cette thése fut présentée
CMNASTER . B¢ NWLRS/aIG , ' : V s
fear this degree conferred — Année d'obtention de ce grade Name of Supervisor — Nom du directeur de thése
1983 ' | : - De. Syiecery STiasonl
>ermission is-hereby granted to the NATIONAL LIBRARY OF - L'autorisation est, par la préserte, accordée a la BIBLIOTHE-
’ANADA to microfilm this thesis and to lend orsell copies of QUE NATIONALE DU CANADA de microfilmer cette thése et de
he film, . _ . préter ou de vendre des exemplaires du film.
"he author reserves other publication rights, and neither the . Lauteur se réserve les autres droits de publication; ni la thése
hesis nor extensive extracts from it may be printed or other- ni de longs extraits de celle-ci ne doivent étre imprimés ou
lise reproduced without the author's wrltten permlsswn autrement reproduits sans I'autorisation écrite de I'auteur.
'ate . - . "_ ‘ . Slgnature ) :
; . fi 14 ¢
:nm\\eu. e, 83 | L 7&4(70{43 .D M""""-'

L-91 (4/77)




.2

[ | ) , . ) o C [
THE UNIVERSITY OF ALBERTA

NEEDS OF FAHILY MENBERS Qf Icu PATIENTS ?S PERCElVED

BY FAMILY MEMBERS AND ICU NURSES AN EXPLORATORY STUDY

N

by

o } MARGARET DORIS PROWSE ~

./',

A THESIS
SUBMITTED T0 THE FACULTY OF GRADUATE STUDIES AND RESEARCH

N PARTIAL FULFILMENT OF THE REQU FREMENTS .FOR THE DEGREE

¢
!
{

- | OF MASTER OF NURS ING
j/////i -
FACULTY OF NURS ING

EDMONTON,- ALBERTA

A

R SPRING, 1983



-~}

E UNIVERSITY OF ALBERTA

RELEASE FORM . ;

o

. . - « »
NME OF AUTHOR c'o.cqe??eBET.??B!§u?BOY§E .oaooo-.on-.o;o-.--u-ol.onn

NEEDS OF FAMILY MEMBERS OF ICU PATIENTS AS

TITLE OF THESIs ... NEEDS OF FAMILY MEM e e

! /

Permission is hereby granted to THE UNIVERSITY OF
ALBERTA LIBRARY to reproduce single copies of this
thesié aﬁd to lerd or'seli sgch copies~fdriprivate,
schofarly or scjentific research purposes only. (/

: .
Thevauthor‘reserves other publication rights, and?
neither the thesis nbr'extensive extracts from it may R

be printed or otherwise reproduced without the author's

written permission.

(Signed) . mﬂﬁﬂw—b. //P"J“'ﬁ—/ ’
PERMANENT ADDRESS

2A- 8905 - 112 Street

...........................

ooooooooooooooooooooooooooooo

/ T6G 2C5

----------------------------



'recommeﬁd to the Faculty of Graduate Studies and Reséarch; for

1

“acceptance, a thesis entitled. NEEDS OF FAMILY MEMBERS OF 1CU

iy it Ve )\*m D
N o ‘ * . ’,{ | +
¢
' THE UNIVERSITY .OF ALBERTA ’
e . 2 . ) (
'FACULTY OF GRADUATE STUDIES AND RESEARCH B
- . : ¢ y ‘ . :
\
x
23 b

The underéignéd certify thabvthey have read, and

PATIENTS AS PERCEIVED BY FAMILY MEMBERS AND ICU NURSES: AN

EXPLORATORY STUDY smeitted by MARGARET DORIS .PROWSE in partial

+

Julfilment of the‘redhfrements for the degree of Master of

Nursing.

..................



v, - . - s s om s s s mainee o oo S . o ~ '

1
]
X \ .
. )
. o i
9 ) N « L] ’ .
o B * > - ' , B N "
»
.4 4 L
» N A
kY
To My Parents,
A .
‘ for their guidance, encouragement a?d-lovei
-3
{
. Y N
j o

P

s B e



7

§ mlhe‘the extent of agreement betwesp fa

ABSTRACT -~ .

This study was conducted 1) to determine‘the relative‘impor-,

tance of selected needs of family members as they are perceived by

- family members and ICU nurses; 2) to determine whether these needs are

N »
being met according to family members

gcu nurses; and 3) to deter-
( ;\‘ﬂ;‘

{

k)
) ¢ - »~
?vbers' and*nurses' percep- -
v ’ ‘

t family maébers' heeds .

Pl
tlons regarding nursing's resequﬂlﬁy

< Respondents were 40 famlly members and 3! nursgs from the
!

intensive care unit of a large metropolitan teaching hospital. Data

X

. were collected from family members fol»lowing the patient's transfe}

out of the intensive cafp unit, using a questionnaire consisting of
need items representative of those commonly experienced by family
members. Data were gnalyzed using frequencles.and cross-tabulations,
Kendall'§ %au; and factor analysis.

Results revealed that the needs considered most important
3 .

. by family members related to receiVing honést, understandable informa-

?
tion about the patient's treatment and prognosis, and knowing that

hospital personnel cared about the patient. It appeared that for the

najority of famiiy members, thesg/needs had been mEt.

Responses from nurses démOnstratgd a gengral agreement with
family mem%ers rggarding the importance of needs. However, there was
disagreement regarding the responsibility of nursing tb meet some of
the family members' neeés. In contrast to the ICU nurses, family
nnmb;rs did not feel it was a responsibiiity of nursing to meet thé

need to discuss their-feelinés, or to be concerned about their health.



e s

[ N o ) <
Factor dnalysls‘ldentlfled‘flve components of family members'
needs; needs related to information about the patient's treatment and
' .

prognosd s; needs related to suppoqtlvé people; negds rqgarding patient

'vlsitlng:’needs regarding information about the intensive cdre environ-

ment; and needsfpertalning to the physical surroundings in' the hospital.
Addjtional rqsearch is recommended to determine the relJabfllty

and validity of the results and explore further tﬁe role of nurs]ﬁg and

nurses in meeting the needs of family members of ICU patients.
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“CHAPTER |
INTRODUCTION
The essence of man is in the experience of his

relation to other human beings and to the
cosmos (Dubos, 1968, p. 115). ’

- Baékground to the Prébiem
It has long been recognized that the }ndividua] cannot be
completely understood in isolation from his family and other social
.networks of which he is an.integralbpart. According.to Ackerma:
(1958), 'None of us‘livés his 1ife alone. While some aspécts o%
I'i fe experience are, to be gure, more individﬁal than soéial and
o;hers more social than individual, life is nonetheless a shared
and a sharing expéfience.ﬁ (p. 15). : \

The critical iifness 6% a patient is not an isolated event,
but rathe} has én apbretiéble impact¢on those who play an important
}olé in the patient's‘life. The membérsiof one's family influence
and are infiuencedbby the_patiént's illness (Pinneo; 1979; Gfl]is,
1981). 1indeed, hospitalizatfon‘fof a?ute serious illness js fre-
quently viewed as consti;Uting a crisis §ifuatibh for the family
(érosé, 1973; Caplan, 1964; Rapaport, 1962; Speedling, 1980). .

| »Altﬁough families have a tremendous inflﬁence upon pa-
tient'sdimmediaté and Iong term recovery (Anthony, 1970; Beaudry,
1968; New, 1968; Tolsdorf, 1976; Williams & Rfce, 1977), the focus
'of‘qare in our present health care ;ystem‘reméins on the individual
(Forsyth, 1982). Wilson (as quoted'in Beckingham, 1976), bears out

this observation in the following statement:
. S

7 Vi
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Familles are extraneous to the power structure of e
the hospital which Is conceived of as fully capable’ '

of curing-the Individual without his relatives.

The patient is amputated from his family for pre-

cise diagnosis and care. In the creative process

of recovery, relatives are spectators, receivers

of good news or bad news, until the day of dis=

charge when quite suddenly the patient is theirs

again (p. 25).

Within the intensive care unit (ICU), the first priority
of attention is necessarily the patient who is in a physiological
crisis. However, the patient's fami]y members frequently remain on
the periphery and little attention is given'to their needs (Gardner

& Stewart, 1978; Holub, Eklund & Keenan, 1975). Speedling (1980)

asserts, ''There remains a paradox of superhuman efforts for the

patient on the one hand, and on the other; neglect of his primary

v‘support system for maintaining in the present and the future, the

heroic achievements of ICU care "' (p. 20).
The fear and anxiety exhibited by family members of patients
in intensive care units have been acknowledged by numerous authors

(Doerr & Jones, 19795 E?person, 1977; Potter, 1979; Williams & Rice,

1 1977; Wilson, 1975). In addition to the stress of the potential loss

\ : .
of the patient through death, the intensive care environment, by virtue
f ¢ )

of its specialized equipment, is often seen.as a foreign and threaten-

, : : , /
ing milieu (Potter, 1979). Heightening the family members' anxiety////

are the long hours spent in waiting rooms between visits to the /

4 ;
/

patient. ' ‘ : b

y
The concept of comprehensive critical care encompassesvnot
only the care of the patient but also the supportive care of the

&

family (Roberts, 1976; Simon & Poelker, 1980). Nurse-family inter-



actions’occqr'during the famiiy meQPers' visits and itis often dif-
ficult in these brief contacts to ew each family's situation
(Gardner & Stewart, 1978). Thus, Interventions are often besed on
commonly experienced needs of family members as they are perceived
by the staff (Molter, 1976). If the overall focus of‘importance of

family members' needs is not congruent between femily members and

ICU staff, counterproductive interventions could logicaily result.

Need for the Study

Research on family members’' needs has recently been under-
teken by several investigators (Blichfeldt, 1979; Brew & Dracup,
1978; Giiiis, 1981; Molter, 1976, 1979; Rasie, i980). However, to
the knowledge of this investigator, there'héVe been no studies which
have compared famlly members' and ICU nurses' perceptlons of family |
members' needs. In thls regard the present study is unique. The
exploration of this relationship may identify gaps and incongruenczes
between the percepfions of needs by femily members and ICU nurses, the
knowledge’of which would be pseful in plannihg\future interventions

to assist families in coping with the critical illness\of a family

i \\\

member T

Objectives of the Study

The overall objective in this study was to determine the
relative importance of selected needs of family members of ICU
patients as perceived by family members and ICU nurses. Specific
research obJectlves were the follownng

1) to determine the relative importance of selected needs

of family members of |ICU patients as perceived by family

, N



members;

2) to determine whether or not, and by whom, family membé?s
perceive these needs are belng‘met; | "

3) to determine the relative importance of selected needs:
of family members of ICU patients as perceived by ICU
nurses;

L) to determine whether or not ICU nurses perceive these
needs are generally met;

5) to determine the ways and the extent to which family
members' perceptlons of their needs differ from 1CU
nurses' percgptlons of those nee@s;

6) to deteFmine the extent fo which family members ' percep-
‘tions of nufsing's responsibflity fo meet the{r,needs
differ from ICU nurses' perceptidns of nursing's
;ééponsibility to meef‘these needs; and

7) to examine the utility:of the medical model of crisis and
Narayan and Joshin's model of crisis in interbreting the

findings of this study.
4

Definition of Terms

The following are definitions of terms as they are used in
this study.
NEED: A lack of something wanted or required by an individual.

ICU PATIENTS: Patients, eighteen years of‘age or older, who have

spent between three and thirty days in the intensive care unit
following unanticipated admission resulting from trauma or other

medical and/or surgical problems.

USRI —— Y
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FAMILY MEMBERS' Persons, eighteen years of age or older. related

to the patient or llvlng with the patient and who visited the
patient three or mgre times while the p%tient was in the inten-
slve care unit, \

ICU NURSES: Registered nurses who are nursing full time or pa}tf
time in‘an area of the hospital providing specialized facilities
and moni toring equipment for patients requiﬁjng cont inuous

observation and intervention.

. ¢
Assumptions and Limitations

The major. assumption often underlying studies on families
of ICU patients is that serious illness resulting in admission to an
ICU creates a crisis situation for family members such that the us;al
patterns of coping are inédequate for adaptive behavior and external
intervention is required before further adjustment can take plaée.
whiie it may be argued that not all famiiy members are in é-state of
crisis as it is defined above, it is assumed in this study that famiiy
members are inra crisis state by virtue.of the uncertainty of the
patient's prognosis and their unfamilfarity with the intensive care
environment which makes intefvention by health professionals essential.

The research instrument used in this study was'derivéd
from ah instrument developed by Molter (1976, 1979). Content )
validftylwas established in Molter's study and factor ahalysis was
carried out in the present study as an indicator of construct validity.
Attempts to establish reliability of the instrument were not undertaken

in the present study.
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The sample of famlly members was drawn from a population
of family members whose relatlve/househate was In the recuperative

stage of illness following transfer from the intensive care unit.

"Additional limitations of this siudy include the relatively small

sample sizes and the convenience sampling technique used. Results are
thus not generalizable beyond the study population. The findings of
this investigation are considered in llght of these stated assumptions

and limitations.

‘Overview of the Thesis

In this introductory chapter the problem and need for the \
study, the.study objectives, definition of terms, assumptions and

limitations have been stated. Chapter Il outlines crisis frameworks

as they have been applied to family members of ICU patients. |In

~ Chapter |11, other 1iterature relevant to this investigation is

reviewed. Chapter IV contains .a detailed description of the research

design and methodology and in Chapter V the findings are presented

-and discussed. - In the-final chapter, a summary of the study is

given and recommendations for further research arising from this

investigation are made.



CHAPTER 11

THEORET I CAL FRAMEWORK

Several theoretical framewo}ks are considered relevant to
the present topic. However, no single framework was found which
would adequately provide a basis for interpretlhg the needs exper-
ienced-b* family members of patients in intensive care units. In
this chapter, an overview of the medical mbdgl of crisis (Caplan,
196L4; Parad, 1965; Rapaport, 1962; and others) and a nursing model
of crisis (Narayan & Joslin,”1980) is given with particular refef%
ence to their application to ICU patiénts' families. -

In p;é;ious studies related to‘needs of family members of .
patient; in ICU (Breu & Dracup, 1978; Dracup & Breu, 1978; Gillis,
1981; Molter, 1976, 1979), various frameworks have been used. As
Breu and Dracup (1978; D;acup & Breu, 1978) dealt exclusively with
spouses of coronary care unit.patients having extremely grave
prognosés, the framework of anticlipatory grief (Lindemann, 1944) was
utilized in those two studies. Gillis (1981) developed a conceptual
model for her study of family members' needs during the critical ill-
‘ness of a relétive. However, limitations of that modél became
aéparent at the interpfetatioh stage in that the éeeds outfiﬁed in
her quel were not sufficiently discriminant and difficulties arose
in her attempts to .categorize the needs experienced by family members.
'Giliis concluded that several modifications in the modej were neces-
sary. Williamson (1978) draws attention to both the conéeptual and

methodological problems inherent in exploring the concept of ''needs'.

The most problematic of these is the interaction between physical



and emotional components of needs thus influencing the reliablility
of need categories.

Molter (1976, l9f9) incorporated both a medical model of
crisis (Caplan, 1964; Parad, 1965; Rap;bort, 1962; an&vothers) and a
" psychological model, Maslow's hierarchy of needs (1970), ln‘her study
of relatives' needs :Zring’critlcal illness. In both Molter's (1976,
1979) and Gillis' (1981) studies the underlying assumption was that
critical illness with subseqﬁent'admission to an intensive care unit
dlsrupts the usual functioning of theifamlly members such that pre-
viously learnéd patterns of coping are inadequate for adaptive
behavior and a crisis often results for the famlly‘members.

Although it may be argued that all family members are not
necessarily in a ''crisis', a crisis framework would seem to be at
the present time the éést model to utilize in attempting to inter-
pret fhe needs experienced by family members of ICU patients. For
this reason, a medical model of crisis (Caplan, 1964; Parad, 1965;
Rapaport, 1962; and others) as well as a nursing modeltof crisis
. (Narayan & Joslin, 1980) were selected to be used in this study and

a

“are described below. . \ N

Medical Mode]l of Crisis‘

.

Numerous writers, Including Lindemann (1944), Caplan (1964),
‘Parad (1965) and Rapaport (1962) have contribu;ed to the development
of crisis theory based upon the physiological principle of homeostasis
applied to psychological functioning. Homeostasis is defined by the

need to preserve stable chemical or'electrolyte balances within the



body to sustain life. When these balances are stet, self-regulatory
‘mechanisms are triggered that help to return these balances to healthy
levels- for .the Individusl. According to the medical mode! crisis
theorists there also exists a relatively consistent balance between
cognitive and affective experience for each individual. The primary
characteristic of this balance is its stability for that particular
individual, a stability which becomés a frame of refe;encg against
which to eValuate changes in psychological functioning.

in every day life, experfences are encountered in which
homeostatic equilibrium is disrupted and a negative effect results.
Caplan (196#) defines these experiences as ''emotionally hazardous
situations'. The rise in stress resulting from emotional}y‘hazardous
situations motivates the individual to use coping mechanismé‘an&
problem-solving behaQiors that help him to rees&ablish homeostatic
balance. Coping mechanisms, which encbmpa;s a>hdde range of behaviors,
are defined here as: |

Those maneuvers used by individualsvto reduce, - to

. control, or to avoid unpleasant emotions in order

to reestablish a state of homeostatic balance and

facilitate return to normal functioning for that

person (Baldwin, 1981, p. 25).
According to this theory, when an individual experiences an emotion-
ally ha;ardous situation and if he i; unable to effectively utilize
previously Iearhed coping behaviors, then an emotional crisis.isv )
likely to ensué. _In Caplan's words, an emotionaf crisis.is evoked

~ when the ''usual homeostatic, direct problem-solving mechanisms do not

work, and the problem is such that other methods which might be used
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to sidestep it also cannot be used' (p. 39).
Further to this overvlew‘of the medical model of crisis,
there are a number of corollaries to crisis theory whfch are
summarized by Burgess and Baldwin (1981) and which are helpful in
understanding the emotloﬁal crisis of family members during the
critical illness of a patient. These basic corollaries are the
followingi : v
1) Because each individual has a speclfic tolerance for s%ress,
emotional crises have no direct relationship per se to psycho-
pathology and may occuf among the well-adjusted.

2) Emotlonal crises are self-limiting events in which crisls resolu-
tion, either adaptive or maladaptive, takes place within an
average period»of four to six weeks. .

3) During a crisis state, the individual has enhanced capacity for

cognitive and affective learning because of the vulnerability of

-

this state and the motivation pfoduced byiemotional disequilibrium.

-

- 4) Adaptive crisis resolution is frequently a vehicle for resolving

underlying eonfiiets which have in part'determ}ned the e?Ltlona!
crisis. | |

5) A small external influence,dering a crisis state can produce dis~
proportionate changes in a short period of tfme when compared to -
therapeutlc changes which occur during rion-crisis states.

6) Resolution of emotional crises is not necessarily determlned by
previods_experience or character atructure but rather-is shaped:

by sociopsychological influences operating in the present.
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1) Hga]th is.more than the absence of disease on/symptoms, and

7) Inherent in every emotional crisls is an actual or anticipated
loss to the Individual which must be reconciled as part of the
crisis resolution process.

8) Every emotional crisis is an Interpersonal event involving at
least one significant other person who ls'roprosontod in the
crisis situation directly, indirectly, or symbolically.

9) Effectl;e crisis resolution dccroascs‘thc llkelihood of future
crises of a similar nature by increasing the individual's
rebertolre of available coping skills which can be used in such
situationse(surgess s‘Baldwjh, 1981, PP. 29-33).

fhe limftatlons of using a medlc;l deel to understand the
concept of crisis have been outlinedyin tge Iiterature (Smith, 1978;

Taplin, 1971). Narayan and Joslin (1980) proposed a nursing model

of crisis thchwemphasizes the potéhtiél growth enhancement that

crisls offers rather than the pathogenic quality often associated
with the traditional medical model of crisis. An overview of their

model of crisis is given below.
/

A Nursing Model of Crisis

Narayan and Joslin (1980) view crisis in terms of health

encompassed in the following points, which'in this study are applied

to the family>membérs of -1CU patients: ‘ \

b

/
i

~implies the unity of all aspects of the individual: mind, body
and spirft.
2) Humans afe_open systems and subsystems of other systems such as

the familyi Within this open System the individual continually

© |
|

, |

1



strives toward greater complexity, order and self-dl fferentiation.

3) One's attltudes, values, parceptions and bellefs affect one's
health and can lead to alterations In one's health status.

k) Optimal health requires the allocation of various resources or
supplies from within and without the iIndividual.

5) Health can be conceived as existing on a continuum with the maximum
state of health on one end and death on the other.

6) The focus of health and healing exists within the individual

‘although the nurse can act as a catalyst or facilitator.

7) States of health that are not optimal can be opportunities for

growth and learnlng if adequately utilized by the indivfdual.

With respect to the concept of health as outlined above,

Narayan and Joslin (1980) define crisis as ''a state of depleted health

'potential” (p. 37): This state occurs when there is_pn "alteration

in the dynamic pattern o6f functloning whereby there is an inability .

" to interact with internal and external forces as the result of a

o IS

temporary or permanent loss of necessary resourcgs“,(Nafayan‘s Joslin,
1980, p. 38). According to this model, throughout the life span an
indivﬁdual‘Will Encounter_pbstacles to his 1ife goals. These

obstacles may be in the form of precipitating events of a sudden,
, N ‘

unexpected nature or those that are of gradual onset but occur during

a period of developmental transition. The individual resﬁondS‘to the

obstacle by utilizing past knowledge and coping strategles. His

o

resources - both inner and outer sources of strength and support -

-

are mobilized to provide assistance in the situation. |If these

attempts are inadequate the individual will begin to experience

12
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increased anxiety and tension,| and eventually, if the threat is not

r;T1fved orif t%e resources are lnsufflcient to deal with the

' , obstacle, disorganization and depletion of the individual's health
Lo N . .

- ‘;, o . L )
wi]l‘cccuf. At the peak of a crisis the individual is more sensitive

to intervention or,aSSYglance (Aguilera & Messick, 1979; Caglan,

1964; Narayan & Joslin, 1980). In keeping'ﬁithAthe notion that less

than optimal health states can proQide opportunities for growth and
Jearhing, one may view crisismas a potehtfal tﬁrning point in the
person's life. | |

Looking at the fra;;wokks outilned above, one can see that
there areidifferencés in the basic premises regarding crisis and
crisis resolution. While the traditional medical model of crisis

focusses upon the individual's return to an equilibrium or “homeo-

"stasis“, Narayan's and Joslqui’model emphasizes the potential

impfqvement in the individual}s ﬁhalth'stéte as a result of crisis.
Themquestion‘arises Whether or:-not one can adequately utilize the
crisis framework to understand the needs expeFfenced by,fami]y
members of ICU patients. |f one defines érisis as it has been

defined ébove, it could be arguéd fhat family members of ICU patients

~are not in a crisis. However, if one views crisis as a ''state

wherein an individual requires extefnal intervention in order to
effecfively cope with the. situation' (Simmons, 1982), then family
mémbers of ICU patients would belinclUdedtin this definition. By
virtue of their unfamiliarity With'the infensive‘care unit and the
patient's.prognosis,‘family members rely én the intervention of
health care Workers to deaf with the situation. Throughout this

N
a .
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‘study, crisis will be viewed as it has just been outlined above.
The utility of each of the crisis frameworks outlined above will be

examined in Chapter V in interpreting the findings of the -present

study.



CHAPTER 111

REVIEW OF THE LITERATURE

The purboses in presenting this literature‘review are to
provide a brjefdoverQiew of what has been written on the impact of
i]lnéss and hospitalization upon the family, nurse-family‘interaq-
tion ih intensive care environments, interyentions»intended‘th
support patients'rfamily members, and the needs identified by

family members of ICU pétients.

Impact of -11iness and Hospitélization Upon the Family

Tha; illness or disability is a family matter, not just an
individual affair, is supported by researchers and practitioners
in the fields of nursing (queft;, 1976; Simon & Poelker, 1980),
rehabilitation (Bray, 1977; we]f;f & Miller, 1977),tfamily crisis-
(Anthony, 1970; Caplan, 1964), medical sociology (Parséns & Fox,
1968) and mental health (Kaplan, Smifh, Grobstein & fischmanﬂ 1973;
Olsen: 1970). Research on the eﬁﬁgcts»bf illness on thé family
has primarily chussed on three méf; areas: the family ﬁystem;
marital relationships, and the §ocial situation of the family.
Findings from these studigs suggest that families experience
personal, interpersonal, and exfra-family difficulties during
illness of a fami]y member (Anthony, 1970; Malone, 1977). The
impact of chronic illness and disability upon the family unit has
been examined by nuherous authors (Klein, Dean & Bogdonoff, 1967;
Livsey,']972j Mailick, 1979; Thompson, 1974; and others). However,

until fairly recently, little attention has been paid to family

15
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members of aCutelx 11 patients.
The sudden incapacitation of a family member due to

hospitalization can have a profound effect on the family and its

* members. Litman (1974) found that families experienced Eroblems_

ranging ?rnm just "missing'' the pétient to severe disruptions in’
home activities and roie alterations. Using the case study approach
Berezowsky (1979) explored the reactions of families with dependent
children to the occurrence of a sudden stroke in the working father.
In the families studied, the father's illness led to a family
crisis, which was defined as a situation wherein the family was
forced to change its usual patterns of functioning in order to cope
with its present situation. v

Recently, several authors have drawn attention to th;ﬁfear
and anxiety exhibited by fan?ly members of acutely ill hospitali#ed'

patients (Doerr & Jones, 1979; Potter, 1379;‘Roberts, 1976; Simon &

Poelker, 1980; Wilson, 1975). .Skelton and Dominian (1973) eXpIQred

the feelings, reactions and difficulties efperiencgd'by wives of
first admission myocardial infarction pati;nts. Findings in their
study reveajed that these spouses exhibited considerable distress
dué to the suddenness of the illness. They were left w{th a sense
of lo§s due to the threat of deaéh and had a tendency to feel guilty
and blame themselves. In a morevrecent Canaﬁ@an study,vSamland
(1980) interviewed 22 individuals who had significant others
admitted to the emergenci debartment, at 24 and 48 hours after
admission, to determine their feelings about the sitdation and the

background variables which influénced their response. High levels
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of stress were present for all interviewed, and for 60 percent of

these, the event was considered crisis-provoking. The findings al;o
, ' , o 4

indicated that nurses were the most avajlable resource for support

but that they frequently did not accurately assess the subjects'

perceptions of their concerns, feelings and beha&ib?gﬂé;ﬁiﬁaicators
of crisis states, and therefore may'have responded ineffectively to
support their needs. |
| Silva (1977), in interviews with 48 spouses of paéients

scheduled for major surgery, reported feelings of isolatfon, anxiety,
timelessness and disruption in response to the impenéing surgery.
These findings were also supported by Baudry and Wiener (1968) upon
exploring relatives' response to impending surgery of a loved:one.
In each of these studies an open ended interview schedule was used.

The intensive care unit hasibeen viewed by health profes-
sionalé as a setting'imposing increased stress upon -family members
(Jilling, 1980; Potter, 1979; Reichle, 1975). High noise levels,
the presence of specialized equipment, thé lack of clarity of explana-
tions, short visitatién periods, along with the patient's uncertain
prognosis contribute to the heightened anxiety of family members. As
compared to general wards, family members of ICU patienfs observe a
greater number of medical emergencies and deaths among neighboring'
patients and spend long hours waiting between visits to the patient's
bedside (Williams & Rice, 1977). )
The ‘above studies support the assertion that illness of a
. fahily member tends to disrupt the family's customary patterns of

functioning. Sudden acute illness, particularly with subsequent

17



admission to an intensive care environment creates additional stress
upon family members. It is in light of this that family members are’

considered to be In crisis requiring Intervention on the part of

~

heal th professionals»\

a

Nurse-Family Interaction in the Intensive Care Unit

It is apparent within the literature that family members
constitute an iwﬁortant part of. the patient's e6Vironment during the
patient's ICO stay and thaf the interaction among patient, family
members and nurse can be either a positl?e or negative factor in this
environment. The ;;iUe of effective nurse-famjly interactions is
expressed by Gardner and Stewart (1978): "appropriate interactions
with family members may lead to decreas;d anxiety, increased reassur-
ance, better cooperation, improved rapport, an;Jbetter patient careﬂ
(p. iOS). others (Jillings, 1981; Rasie, 1980; Roberts, 1976) have'
also drawn atteﬁtién"to the importance of effective nurse-family
interaction in the intensive care environment. Th;lijterature,
indicates that, unfortunately, ICU nurses have frequéntly regarded
families_of ICU patients as sources qf Qtress, an unwelcome hindrance,
or an inconvenience (Frost, 1970; Michaels, 1971; Portman, 1974).
Michaels' (1971) study revealed that, while ICU nurses say that they

recognize family members as important and they wish to help them,

they also frequently believe family members should be kept out of the

ICU and they "invent'' reasons to avoid interacting with family members.

Although Michaels attributes this attitude to stress upon'ICUvnurs¢s,
Rosenthal (1980) attempts to explain the nurses' hesit;ncy*to inter-

act with fimily members in terms of control. She suggests that°nurses

"Bb;m
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struggle for control over the patient's situation and see the family
as Interfering with that control.
Konrad (1973) studied the communication which took piace

during the first visiting period after patients' emergency admission

to an intensive cafe unit and noted the ;remendous anxiety of the
family members. Visltors typically paused at the nursﬁng station and
yet did not speak to the nursing staff. From her’observations, the
author concluded that this fni@ial exposure to the |CU setting did-
not allay fears and aﬁxiety for the family members. Gardner and
Stewart (1978) suggest that following the initial contact with the .
family\members of patients in intensive care units, the degree of }
staff-family_involyement'dépends upon factors such as staff workload, /
availability of staff and family members, and staff asti;udes
regarding visitation. Other significant factors repofted by the
authors were age, race,’mood, appéarance and behaviors of both staff
and family members. However, none of these variables wefe systemati-
cally examined by~fhe authors. |

Several autho;s have highlighted the problem of fémilial
isolation which may|occur in intensive care enViprments. Speedling
(1980) , ina six mogth observational study, noted commuﬁication
between patients, family members,; physicians and nurses in an.inten-
sive care unit. The investigator observed that the firsf thing which
occurred upon entry into the intensive care unit was the separation
of the patient from his faﬁily, and the assignment of individualsb
needing help to passive, dependent. roles. |t was observed that %uch

of what families. learned about the nature of the care the patient was
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receiving was conveyed by inference, ‘As visiting time was brief,
family members' percéptlon; of their relative's condition and the
iCU were based upon‘pafi;nt-family interactions which may not have
been representative of the situation. Bécause the families' inter-
ventions were often based on an understanding of the situation which
the patients did not nécessarily share, the net effect was to create
a barrier between pati;nts and family, making visits a source of
stress for both patients ana family members.’ Other studies (Minkley
et al., 1979; Simon & Poelker, 1980) have also reported that families
may have a negative effect upon patients rather than a positive one
when they are not included fn the patients' care plan. |
The communication which takes place among familiés and
significant §thers of ICU patients ha; also been discussed within
tHe literature.- The nursing literature in particular is replete
with anecdotal accounts of ICU waiting rooms depicting:the helpless-

ness and boredom experienced by families during the long waﬁting

" periods (Cooper, 1976; Higgins, 1976; Mitchell, 1976; and others).

However, despite the abundance of such discussion, little empirical

research has been undertaken in this area. ‘Dickson (1975) observed

interpersonal interaction of relatives of ICU patients in one

hospital waiting room. Although the sample size was small and non-

. participant observation time was limited, it was found that a great

deal of support was sought in the waiting room'frAm the relatives of
other’patients. An additional finding in this studyrwas that either
the need for accurate information‘was not being met by hoépital

personnel during staff-family intéract{ons, or the‘“correct” informa-

tion was being perceived inaccurately by ;the relatives.
RN .

o
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The above studies illﬁstrate the importance of effective
interaction between family members and staff in the Intensive
care unit and have suggested that interaction is often brief with .
the family membefs relying upon other visitors to support their
feelings and concerns. It is within this hospital environment that
special needs arise for family members and interventions should be

directed towards meeting these needs.

Supportive Measures for Family Members

Supportive measures for family members thch have been
discussed within the literature include providing informatiqn and
education, encouraging appropriate expression of feelings, improving
physical aspects of fhe‘waiting enyifbnment and prescribipg médica-
tions. The nursing literature Qn,phis topic centers on how-nurses
should talk to the famflies, why such’ communication is imporfant,'
and the consequences fof the patieﬁt if the family is not included
in the care plan. Despite the ébundance of ﬁuch prescriptive writing,
little empirical research has begn done in this area.

| Efforts to alleviate family members' anxiety through group
intervention have been examined by a few aufhors. ‘Holub, Eklund and
Keenan (1975) ekpiored the‘effectS“of regular family conferences as
a way of meeting the needs qf family members of coronary care patients.
The main objective éf the conferences was to provide a means by which
information could be reinforcedband corroborated. Family members
- indicated that they found the conference§ helpful in relieving their
anxiéty and gaiﬁ mutual support from otﬁer patients' relatives. These

findings were also supported by Hoover (1979) who attempted to esta-




blish a program to meet the needs of relatives of patients with
neurological injuries. Unfortunateiy, there are no data except the
authors' opinionsvfrom either of the above studies to support the
claim that such programs adequateiy identify and meet the needs of
family members.

One area of suppért which has been more thoroughly addressed
in the literature is the preparation 6f the family members for what
they will see and hear in criticalfcére. According to Wallace (1977),
"there is a need to prepare relétives of patients in the intensive
care unit beforehand for what they will encounter. As most people
have never before set'foot in such a specialized and mechanized area
of the hospital, the equipment alone overwhelms them' (p. 33). Doerr
and Joﬁes (1979) examineq the effect of preparation.for visitation
of twelve families on the state anxiety level of coronary patients
and concluded that patients whose family members were pr?pared for
" the visitation showed a mean decrease of points on the state anxiety
scale, while patients whose families were unprepared experienced a
mean increase of state anxiety points.

Silva (1977) describes an orientation program she developed
for spouses of patients undergoing surgery. It was found that spouses
reported significantly less anxiety toward the surgery than those Qho
were‘not-given orientation information. The aqdition of a psychiatric

nurse to the cardiac arrest team at one hospital is described by Ryan

(1974). The role of the nurse in this situation was to remain with the .

family and be supportive of their fee]fngs and concerns duqing the

pafieni's medical crisis. Although various benefits of this program

L4
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were described by the author, the comprehensive effects of these kinds
of programs are not established in the literature. As yet there
remains limited empirical data to determipe the extent to which
supportive programs such as the ones cited above, identify and meet
the needs of family members. | : Ki
What do family members actually regard as supportive to them

during the illness of a loved one?' Some preliminary research toward - -
answering this question has been undertaken. Freihofer and Felton |
(1976) gave‘a list of statements, each describing a nursing behavior,

to 25 people who currently had a close family member or friend
terminally i1l in a hospital. These people were asked to rank the
importance of thé stated behaviors on a scale betweena'helpful' and
'not helpful'. The behaviors identified as most important to the
relativesland friends were the nurse's reassurance of the patient's
physical gomfort, and the Hurse's openness to the family's expression
of feelings. Although this study focussed upon the nurse's suppor-

tive behaviors as ranked by families and friends of terminally ill
patients, one might expect some Qimilarities tofthose behaviors
identified by families and friends of patients who are acutely ill
(e.g‘,‘support of the family‘s expression of feelings about the
batient‘s situation). Irwin and Meier (1973) compared relatives'

and health care professionals; perceptions of sﬁppbrtive measures
‘used in working with relatives of oncology patienfs. The sample
inciuded 20 relatives and 20 health professionals. Using a Q-sort
ﬁroceduré; subje;ts rated‘the importance of hones;y in dealing with

the relatives, clear explanations, up-to-date information, patient

1
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comfort, and interest in relatives' questions. "Although relatively
smal]l sampleés were used, a comparison of the views of relatives and
health care givers showed significant differences iP_how supportive
behaviors_ﬁere perceived. In a similar study Carey‘(197;) explored
dffferences of views in relation to the value patients, nurses and

.physicians placed on having a chaplain available to patlents at all

" times. Again, signnficant dlfferences were found between health

"professlonals and patients.

Th; above studies suggest that supporéive measures are
vie@ed differently by patients, family members and health profession-
als. In light of this, it may be suspected that differences may exist
between the perceptions of family members' needs by family members

A
and health professionals.

Needs of Family Members of “ICU Patients

It is only recently that research on the needs of family
.
members of ICU patients has appeared within the literature. One
~of the earliest studies in nursing which explored relatives' needs

was undertaken by Hampe (1975) who interviewed spouses of 27 terminally

i1l patients. Eight personal needs were identified by the sbbhsg§.‘
These included: the need to be with the dyiﬁg person; to bevhelpful\\:j\
to the dying pefson; to be assured of the dying person's comfort;

to be informed of the mate's condition and impendlng death; to
ventilate emotions; to have support of othe famnly members; and to
have acceptance and support from health professionals.

Although'spouses'believed that nurses had been helpful to

their dying mates, emotional support from nurses was not

[N
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expected by thd spouses themselves. In a more recent study, Grcenley
(1981) deScrlbep patlents' and significant others' perceptions of
vthelr needs during terminal illness. Many of the needs identified
in Hampe's study were expressed by the sIgnlflcanr others in this
study. As the focus in both these studies waavupon relatives and
friends of terminally i1l oncology patients, the question might be
raiseo as to whether different noeds might exist for»family members
of acutely 111 patients, .
In a study addresélng that question, Dracup and Breu (1977,

1978; Breu & Dracup, 1978) explored the needs of spouses of acutely
i1l patients in a coronary care unlt The needs identified by these
spouses were: need for relief of inltlal anxiety, for information,
for support and ventilation of feelings, to be with the patient, and
to be helpful to the patient. The degree of importance of needs of
LO relatives of critically ill patients in an intensive care unjt was
studied by Molter (1976, 1979). The most important needs identified
By the relatives included feeling hope, having caring personnel treat
the patient, being physically near the patient, and being kept
informed of the patient's condition, and having informatfon presented
honestly and understandably. Although some needs appeared fo vary in
importance according to the variables of ag; andvaocioeoonomic status,
sngniflcant dlfferences between responses given according to these
variables were not demonstrated. The need unanimously identified as
being important to the relatives w;; the need for hooe. interestingly,
support for the relatives was of lowest priority to the relatives.

Moreover, as was documented in Hampe's (1975) study, relatives viewed

the nursing staff as being responsible only for the care of the
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patient and not for his family. The majority of needs identified as
important to relatives were percelved by the relatives as having been
met consistently and most of fhe tlme were met by nurses. The needs
deScr!bed in Molter's study were also identifled in interviews with
relatives of 30 patients in an Intensive care unit in Rasie's (1980)
study and ip a survey df families of 30 brain-injured patients (Mauss-
Clum & Ryan, 1981). Using a seml-structqred Interview schedule,
Blichfeldt (1979) interviewed 12 family members within 72 hours of
pétients' ICU admissions. All family members expressed the need to
be informed of the patient's condition, to be with the patient, to
be comfortable in the wafting room, and to have confidence in the
health care givers; | , .

In an exploratory study, Gillis (198f) studied the expressed
needs of 51 fémily.members of patients in several respiratory care
units and the perceived importance of these needs according to the
age of the fémily member and the age of the\patient. 'Family member‘
was ope;ationa]ly defined as a 'person, 18‘years of age or older,
related to the patient and who had visited the patient in the lnte;-
sive care unit, or a significan; other,.IB years of age or older,
who éxpressed'concerﬁ'and caring for thé patient and who visited the
patient in the intensive care unit" (p. 17). As in Molter's study,
results demonstrated that there was no significant relationship:
between the family members' rating‘of the importance of a‘need.and
the age of the family member or the age of the patient. In cqnfrast
to Hampe's (1975) study and Greenley'sv(JSSI) study, the above

studies aimed at identjifying the needs of family members of patients
$ : .
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in intensive care settings where there was a constant threat of death
but also a reas?nable possibility‘bf recovery. in ?ﬁﬁh of these
studies, 'need'-was generally défined as a felt requirement which, if
met, would reduce immediate sﬁress and assist the individual to cope
with a chanéing environment (Gillis, 1981; Molter, 1976, 1979).

i . .
Research on family members' needs at various stages during

;
an illness was conducted by Wilson (1975) who studied the observed
and expressed nursing care needs of eleven families during three
stages of a respiratory illness. With parficular reference to the
patients' stay in the intensive care unit, her data indicated the
existence of family members' need for informaiion regarding the -
patients' treatment and the diseqse process as well as the need for
priVacy and information gertainiﬁg to thé physical layéut of the
hospital." |

In contrast to some of the findingsAof previodsly-cited
studies, Norbeck (1981) reported that demographic variables such as
age, se;, education, socioetbﬁomic status and marital status were asso-
ciated with thekamouﬁt of social support that was needed by a person
during‘a stressful ber?bd and also how ﬁuch support was available to
the persén. Finlayson (1976) found that wives of middle class coronary
pétients had. more inerée sources of support than wives §f working
" class patients who tended to be limited to support from their families
of origin. It was also suggested by thé/;:thor that the availability.
of social support may fn turn influence faimily members' perceptions of
thefr needs during a period of crisis (Finlayson, .1976). Apart from

the study by Gillis (198]) in which the relationship between age and

7
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the. perceived importance of family members' needs was examined, no
“jnvéstigqfions have specifically explored the relationship between
: other demographic variables such as age, sex and education, anq the
importance of needs as they are perceived by family members of ICU

patients.

Summar

of

Although only preliminary research efforts have been made
regarding patients' families, a review of existing literature has
‘ ’ !
revealed that sudden illness resulting in admission to an intensive

care environment, can have a great impact upon the patients' family

members:
Studies to date have revealea that family members of
patients in intensive care‘units appear to have special needs arising
from the patients' uncertain prognoses as well as the family members'
unfam}ligrity with the intensive car: environment. The following
needs have been identified from a review Qf the‘literature as being
important to family members of ICU patients: need for knowledge
about the patients' condition and prognosis as well as about the
equipment in the intensive care unit; need for information to bef
presénted honestly and understandably; need for acceptance by hospi®
tal staff; need for support of feelings; need for participatidn in
the patients’ care; and need for physical comfort in the Qaitfng
room environment. Of the studfes specifically exploring the needs
of family members of ICU patients, only one wa: undertaken in Cénada.
- The literature indicates that interaction between ICU

nurses and patients' families occurs during-brief periods, and as a

/
v
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result, interventions for family m;mbers tend to be directed toward
meefing the needs co;monly experienced by family members as they are
percéived by fhe staff. It thus becqmes important to determine the -
congruence between nurses' and family members' perceptions of their
needs. Some of the studies indicated that family members did not
expect nurses to meet‘their needs related.to the support and discussion
of theirbfeelings {Hampe, 1975; Molter, 1976, 1979); One would ques-(
tion whether family membgrs perceive the nurse's role to include
meeting»their'needs, or 6nly those éf fhe patient.

A review of the literature thus has gupported the relevance
of exploring the needs of family members of ICU patients, with
particular referenée fo the followidb research questions:

1) How do family members' perceptions of their needs

differ from I1CU nurses' perceptions of ;hose needs?
2) How do family members' perceptions of nursing's

responsibility to meet thefr needs differ from ICU

nurses' perceptions of nUréing's responsibility to

meet these needs?

As suggested by Gillis (1981) further research is necessary
tolexplore the néedS'of family members of ICU patients és they are
perce{ved by family members aﬁd nurseé and it is toward this ena that
the present study is directéd.~ The methodology employed is outlined

°

in the following chapter.

¢ [



CHAPTER |V -

METHODOLOGY

Research Desigﬁ :

R A descriptivg Survey research design involving two
-lndepeﬁ&enf samples was used in this study to descfibe and com-

pare family mémbers' and ICU nJrses' percéptions of the needs of
family members of ICU patientsl The samples and setting of the study,
data ;ollectidn proce&ures, research instfument, ethical considera-

tions and the data analysis procedures are discussed in the following

sections.

S tudy Samplés

S

Family Members

The family members in the study were those of pétients
admitted to the Adult Multfsystemé Failure Intensive Cérq Unit af
the University of Alberta Hoﬁpital between July and 0ctober 1982.
Family member participants were initially identified by the reséarch-

er while the patient was in the intensive care uniy

aftilizing recom=
mendétions from the assistant charge nurses and in ;:‘.tion obtained
in the unit admissions record and the patients' Kardex. The follow-
ing criteria were used in ;he fnitial selection of patients whose
family members‘were included in the study:

1) the patient was eighteen years of age or older; and -

2) the patient had spent between three and thirty days in

the ICU following unanticipated admission resulting

from trauma or other medical and/or surgical conditions.

The following criteria were’established for inclusion of

30



family members in this dtudy. Each family member:

1) was eighteen years of age or older;

2) was related to the patient or living with the patient;

3) had<visitéd the patient three or more‘times wh??é the

patient was in the intensive care unit;

h) was. able to read and ynderstand English; and

5) had given written consent to participate in the study.

For ethical and methodological reasons, §nly family members
of patients who were iﬁ the recuperative'stage of illness and who
were in stable condition following their transfer from the ICU were
iné¢luded in the study. Family—members whose relative/housemate died
in fhe ICU were excluded from the study not only bgcause the. family
mémbers would be experiencing emotional trauma as a result of the
patient's death, but it was also believed that the bereavement pro-
cess could alter fheir percéptions of their needs (Greenblatt, 1977;
Lewis, f963; Parkes, 1970). . For similar reasons, members whose
relative/housemate was transferred to a psychiatric ward or dlagnoséd
as being terminally ill wére also excluded from the studf. A maximum

of three family members per patient were included -in the study.

ICU Nurses .

All registéred nurses who were nursing on a full-time or
'parf-time basis in the Adult Multisystems Failure Intensive Care
Unit at the UniQersity of Alberta Hospital and who had wbrked a
minimum of three months in the—unit were eligible‘to participate in

the study. To ensure adequate exposure of the nurses to ICU families,

»

part-time nurses imfluded in the study were those who worked a minimum
X
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of 24 hours per week in.the intensive care unit. A staff l}st was
obtained from the head nurse in the€ unit and a convenlencé”sampie of
ICU nurses who agreed to participate in the study was acquired. In
addition to the above criteria, all nurses }ncluded in the study gave

written consent to participate.

Setting

The h65pitalvutilized in this study is a larée metropolitan
teaching hospital. The Adult Multisystems Failure Intensive'Carg Unit»
is a ten bed unit which contains specialized equipment for monitoring
and supporting critically il1 patients,\vAt the>time of this‘study
there were no health professionals empibyed in the qnit>on a full-
time baﬁis to deal exclusively with the families of patients in the
intensive care unit. Nursing‘pefsonner working in'the I1CU provided'
the main contact with patients' families. Hospital chaplains and

social workers were also available to family members.

Data Collection Procedure

The investigator had daily contact\with the assistant chérge
nurses in the ICU to initially identify patients whose family members
were eligible for inclusion in the study. Wiﬁhin three days follow-
ing the ;fansfer of the patient to a wérd, family members meeting
the study.;riteria were contacted by the reseafcher in the following

manner. The researcher went to the ward and introduced herself to

the patient after seeking advice from the nursing staff regarding the /-—

patient's condition. Family members were often met on the ward during

this initial contact with the patient. Some family members were

contacted by phone to‘afrange a convenient time for them to meet with

%
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the researcher. During the meeting with the family members an »
explanation of the nature and purpose of thg study was given and
those agreeing to participate in the study signed a coﬁsent form.
(See Appendix A). lnstrucfions for completion of the question-
naire were read to the family members and.qﬁestionnaires were given
to family members to be returned by mail in a stamped anelope
addr;ssed to the researcher. h

Data were collected from the ICU nufsés after the last

patient whose family member(s) were included in the study was

)

transferred out of the ICU. This delay in data collection from the
nurses was done ffrstly ;;Meliminate the possible influence of thé
nurses"questionnafre on interact with family members in this study.
It was thought that seeing the needs Iisfed might stimulate nurses
to pay greater attention to needs. Secondly, although the primary
focus of this study was on'“general” needs of\family members of |CU
patients, the researcher was also interé;ted in identifying what

might seem to be "unique'' needs. For example, the literature would

indicate that feelings of anger in family members are common

ways in which family memberé deal with those feelings may be "unique™.

Only by delaying the nurses' responses until all data had been

. collected from family members could the investigator be ;ure tgat‘
the nurse#' responses would be based not only on their general
.experience with families of ICU patients, but onkpheir total exper-

ience with these particular families.

Research instrument

Following a review of the pertinent literature, the inves-

33



34
o

éigator selecte& a questionnaire developed by Molter (1976, 1979)
to collect the required data in fhe present study. The questionnaire
%or family members (See Appendix B) consisted of 40 need statements
with fixed-alternative answers. A four point Likert-type scale was
used to measure the degree of importance of the needs experienced by
family members. Each need was assessed by the family member as
having been met or not beén met. They were then asked tb indlcéte
who met the need and whether or not they felt it was a responsibility
of nursing to meet the need. Space was provided (Question Ll1) for
familyimemberé to add any needs which they expérienced while their
family member was ‘in the:intensive care unit but which.were nof
included in the list of need statements. Demographic data sucﬁ as
age, sex, education, pccupation, and relationship to the patient
were collected for pufposes of describing the sample on variables
which are suggested by the literature as being relevant (Questiohs
L43-46). Family members Wene alSo‘asked to indicate the approximate ..
number of visits made to the patient while in the intensive care unit.

A questionnaire'pontaining 40 similar need stafements was
given to the sample of ICU nurses (See Appendix B). The nurses were
asked to rate the importance Qf the listed needs using é four boint
Likert-type scalgiggg indicate whether or not they felt each of the
needs wasrgenerally met. Théy were also a;ked to indicate whether/
they felt it was a responsibility of nursing to meet tﬁé'needs
’listedf Space wasvbrovided (Question'hl) for nurses to add any needs
that,they felt family members of ICU patients experience Sgt which

were not included in the list of need statements. Background data



such as age, sex, nursing education and nursing experience were

collected for purposes of describing the sample (Questions 42-47).

Reliability and validity

The questionnaire for family members was pretested by five
family members who met the criteria previously outlined in order to
assess the clafity of instructions ana determine the length of time
necessary to complete the questionnaire.v These persons were not
included in the sample of family members in this study. Minor
revisions in the presentation of the questionnaire were made follow-
ing‘this pretest. It was found that the'questionnaire took approxi-
matelyvthirty minutes for completion.

The questionnafre for ICU nurses was submitted to five
critical care nurses who have regular contact with patients' family
members, to assess the clarity of instructions and de;ermine the
time needed to complete the questionnaire. These nurses were not
ihcludéd in the sample of ICU nurses. No revisions were made follow-
ing this.pretest énd‘it was found that the questionnaire took approxi-
mately thirty minutes to complete.

Content validity of Mqlter s (1976, 1979) questionnaire | .
was established in her study through an extensive review of the

literature and by consultation wuth two clinical experts in critical
care nﬁrsing. In Molter's study no additional needs were identified

by the relatuves, suggesting that the list of need s€5¥;ﬁ‘nts appeared
to be exhaustive. ldentlflcatoon of additional needs by famlly members
-was sought

in this study through an open-ended question on the ques-

tionnaire. Comments of respondents to this question will be discussed

35
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in Chépter V in the report of the findings. Factor analysis was
carried out to construct validity of the instrument. Attempts to
establish reliability of the questionnaire were not undertaken In the

)
present study.

Ethical Considerations

The research proposal was submitted to the University of
Alberta Hosblﬁgl_ﬂg:sing Research and Scholariy‘kc;lvlties Committee
and to the Special Services and Research Committee of the Hospital
for ethical review. Suggestions made by the committees were incor-
porated into the research design and the project was approved.

The nature and burpose of the study‘were explained tb
family members by the researche}. (See Abpendix A.) Care was taken
to emphasize that participation or‘non-participation in the study had
no bearing on the care that the patient was receiving or would
receive in the future. Confidentiality of all information received
and anonymity in its reporting‘was assured verbally and in writing.
All family members participating in:the study signed a consent fqrm
(See Appendix A). As the period during which time a patient is in
the intgnsive care u;it is considered highly stressful for family
members, questionnaires were completed by family members following
the.patient's transfer from the intensive care unit, when patients
were stable and in the recuperative ;tage of illness. -

o All nurses who participated in the study were informed of
© the voluntary nature of their participation and anonymity of.responses
was assured in writing. Nurses who agreed té participate in the study
signed a consent form. (SegrAppendix A.) Participants were assured

by the researcher that a report of the findings would be available to
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them upon completion of the s tudy.

Data Analysis

Descriptive statistics were used to analyze the findings \
in relation to the previously outlined objectives.

With reference to the first objective, that of dgtermining
the degree of importance of the selected needs aécording to family
members, the sum of rating values over all respondents was obta{ned
for each'need item and ftems were subsequently ranked in order of
magnitude. Frequencies and percentage distributions were tabulated
to détermine whether or not family members felt their needs were met
and by whom. Frequency and percentage distributions were also
tabulated to determine nursing's responsibiligy to meet selected
needs according td family members and ICU nurses. A similar
procedure was carried out on data from the'nursés.

Kendall's tau Qas utilized to measure the degree of
relationship between the impoftance of need items and selected
nurses' characteristics such as age, nursing education and nursing
experience, Kendall's‘tau was alsdb used to measure the degree of
relationship between the importance‘of neeas‘and selected demographic”
characteristics of family members.

Factor analysis was performed on the responses to the
Likert-type scale items as a dafa reduction technique, and to fden-
tify the major factors or components of needs that were being
measured.

Ratings 6n the Likert-type scale items'were converted to

five factor scores for both family members and nurses. Mean factor
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scores were then compared using analysis of variance on Independent
variables such as age, sex, and socioeconomic class for family member
respondents and the ambunt of nursing experience for nurse respondents.
The readgr'ls reminded of the non-experimental nature of thc researc;
design and non-random sampling technique used. Thergfore probability
interpretations arising from the analysis of variance procedures cannot
be made. Further'discusstqp of this Is given along with the presenta-

tion of the research findings in the following chapter.



\ CHAPTER V

RESULTS AND DISCUSSION

- In this echapter, the results of the study are bresented and

'analyzed with regard to the research objectives outllined in Chapter I.
/

" Following a descriptlon;éfxieléc$edvcharacterlstics_of the sample of

\ .
family members and ICU\qursps;<tHe responses from family members are

) \\, | .
presented and discussed. Responses from the ICU nurses are then pre-
sented and compared to those of the family members. Finally, results

of factor analysis on data obtained through the research questionnaire

El

are discussed and interpreted in light of crisis models.

) ’ ~ ‘;)}
/ Characteristics of the Family Member Sample
y ' ’
Forty family members who met the criteria previously out-

-

lined participated in the study. Slightly‘over half of these were
female (57.8%). Twenty-twov(SS.O%) of the family memg;rs were
xspouses, four were parénts, 8 were children, five were siblings,
¥;nd one was a fiancé. Of the 4O family members, 22 (55:0%) were
over 35 years of age. Family members in the sample represented four
socioeconomic classes, as estimated by the Two-Factor Index of Social
Position (Hollingshead, 1957). The majority of family members (82.5%)
were in classes Ill, IV and V which are largely representative of
clerical workers, techniciaﬁs and laborers. Eighty percent of the
family membérs had made more than ten visits to tﬁe patient in the

intensive care unit. A summary of the characteristics of the family

member sample is presented in Table 1.
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TABLE 1

CHARACTERISTICS OF FAMILY MEMBER SAMPLE (n=40)

. Relative Cumulat!

. Absolute Frequency Frequency
Characteristic . Frequency % 3 S
Age -

18-24 years 5 12.5 12.5
25-34 years 13 \ 32,5 55.0
35-59 years 16 ho.o 95.
60+ years : 6 15.0 100.0
Sex
Male . 17 | 43.0 43,
Female ' 23 57.0 '|adfg
Socioeconomic Class
Class 11 | 15.0 15.0
Class 11l ~ 25.0 L4o.o i
Class IV 35.0 75.0
Class V 25.0 100.0
URelationship to Patient
Spouse . 22 4 55.0 55.0
Parent 4 10.0 65.0
Chitd 8 20.0 85.0
Sibling 5 12.5 .97.5
Fiancé 1 2.5 - 100.0

Number of Visits to the Intensive Care Unit

Five to Ten C 8 | 20.0 20.0
Greater than Ten 32 80.0 - 100.0.

b
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Characteristics pf the Nufse Sample.

The sample consisted of thirty-one~nurses'who’met'the
criteria for Inclusion in the stud&. All of ;he nurses were female
and 61.3% were Between the ages of 25 and 34 years. Twenty-fouf
(77.4%) of the nurses had a nursing diploma and. seven (22.6%)
péésesseq a degree. Experience in critical care nursing }anged from
six months to eight years, with a median of 4 years.'Overgll expér-
ignce in nursing ranged from 2 years to 15 9ears, with a medianxéf-s
years. Of the 31 nurses, twenty-two (71.0%) were employed fn the
intensive care unit on a full-time basis. The remainder (29.0%)
“worked part-time in the intensive care unit. A summary qf the

characteristics of the nurse sample is presented in Table 2.

Family Members' Responses

Importance of the Needs
Four categories were used in assigning values to the

importance of the needs. These were as follows:

- Category | Category Value
" Not important - 1
Sligﬂtly important b_ : © 2
Important .3
Very important o L

Category values were multiplied by their frequencies to
’ LY

obtain a score on each need statement. A value of 2.5 was assigned
o i

to nonresponses in the calculation of scores. Based upon the

resultng scores,*thé needs were ranked from most important to Ieést

e
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SELECTED CHARACTERISTICS OF NURSE SAMPLE (n=31)

Characteristic

Age

18-24 years
25-34 years
35-59 years

TABLE 2

+~ . Absolute

Freguencx

Highest Level of Nursing Education

Nursing Diploma

Nursing Degree
Experience in Critical

Less than 2 years

2-5 years

Greater than 5 years
Nursing Experience -

Less than 2 years
2-5 years

Greater than ‘5 years

Emblbyment Status

Full-time
Part=time

24
7

Care Nursing

17
10

Relative
Frequency

()

22.6
61.3
16.1

74.2
16.2

12.9
54.8
32.3

71.0
29.0

42

Cumulative
Frequency

(%)

22.
83.
100.

oW

100.0

100.

12.

100,

71.0
100.0
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important. It is interesting to note that all the needs liste& on
the questionnalre were considered by at least one family member to .
be ';ery important'. The rankiﬁg'of‘needs from most important to
least important by frequency of responses from family members“I;
shown in Table 18, Appendix C. |

The most important needs according to the family members

~are similar to those identified by relatives of critically ill

pafients in studies by Irwin and Meier (1973), Molter (1976, 1979)
and Gillis (1981). Honesty in ansQerlng questions and a caring
attitude toward family'membgfs rated important as did information
concerning the patient's prognosis and treatment. The ten most
important needs are listed in Table 3.

The need to feel that there is hope was considered to be
very important to all forty family members. Ujhely,(1963)/asserts

that the maintenance of a sense of hope is necessary in order that

family members be able to deal with the uncertainty of the patient's

 prognosis. .

The neleds that were least important to the family members

largely pertained to the physical environment of the hospital and to

having someone concerned about their health. .These findings are con-
sistent with those of earlier cfted studies (Breu & Draéup,‘1978;
Gillis, 1981; Hampe, 1975) gnd suggest that the focus of the family
membefs' attention is on the pagient rather than on themselves. |
One of theuleast'fmportant needs .of family members in this
study, as well as in the investigation by Irwin and Meier (1973) was

the need to.be alone. Family members indicated that while it was

W
! .
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'Rank:

1.

10.

To

To

TABLE 3

TEN MOST IMPORTANT NEEDS AS PERCEIVED BY FAMILY MEMBERS

#

feel that there is hope.

know that they would be called at home if there were any

changes in the patient's condition.

. To

To
To

To

to
To
To

To

have their questions answered honestly.

know the patient's chances of becoming well.
N i i ’j

i

feel that hospf%ﬁﬁ;ﬁﬁﬁgbﬁnel care about -the patient.

have reassurance’ that the best possible care is being given

the patient.

see the patienf frequently.

’

have specific facts concerning the patféht's progress.

receive information about the patient's condition at least

once a day.

To

have explanations given in terms that they can understand.

4
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important to have a place to be alone at the hospital, it was not
Important to be alonq generally during the time that the patient was
in the intensive care unit. Table 4 lists the ten least important
needs according to the family members. |

Kendall's tau was used to measure the degree of association
’between thé ranked Importance of the needs and family members grouped
by age, sex and socioeconomfc class. As Table 5 illustrates, there

was a high degree of association in the ranked importance of needs

betweén groups. The variables of age, sex and socioeconomic class
thus did not appear to Influence the relative\TZiortance‘of the needs

for family members in this study.

Needé Met

In relation to whether needs were met, the ten most impor-
tant needs were considered by 34 (85%) of the family members to be
met.\ Of the needs rated as 'important' or 'very important' by more
than 50% of the family members, only three were assessed as not being
met. These were:

1. The need to talk to the doctor at least once a day.

This need was assessed by only ZGﬁ‘of the family \

members: as being met, while 95% of the family membeqf
considered it to be 'important' or 'very important'.:
2. The need to have a place to be alone while iﬁ the |
- hospital. This need was assessed by only 7.5% of the
fémily members as being met, while 77.5% of the famfly

members considered it 'important' or 'very important'.
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TABLE 4

TEN LEAST IMPORTANT NEEDS AS PERCEIVED BY FAMILY MEMBERS

Rank
31.  To do some of the physical care for the patient.
32. To talk to the same nurses every day about the patient's

condition.

33. To have another person with them while they visit the patient

at the bedside.

34, To have a telephone nearby where they are waiting.

’
A}

'35, To have good food available to them while at the hbspital.

36. To be alone.

37. To have a bathroom near the waiting room.
38. To be told about chaplain services.
39, To have someone concerned %bout their health.

v
/
i

40, To have someone encourage them to cry.
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TABLE 5
KENDALL'S TAU FOR RANKED IMPORTANCE OF
NEEDS BETWEEN FAMILY MEMBER GROUPS

Age 18-24 years 25-34 years ' 35-59 years
25-34 years 0.7579
35-59 years 0.8784 0.8490
60+ years 0.7270 0.8406 0.8510
~
sex I Male
Female 0.8542
Socioeconomic
Class 3| 1HI v
|
b r 0.7555
v / 0.8741 0.7607
) v 0.7698 0.7656 | 1 0.8074




3. TherneédA;o Have cohfortable furniture in the waitfng
room. This need was assessed by only 7.5% of the
family members as being met, while 90.0% of the family
members considered it to be 'important' or 'very
important'.
Three other needs were considered by less than 50% of the
family members to be met. They were:-
1. The need to do some of the physical care for the patient.
2. The need to be élone.
3. The need to have someone encourage family members to cry.
However, tHEse needs ranked relatively low in importance
‘overall, with less than 50% of the family members cbnsidering them
to be 'important' or 'very important'. Table 6 shows the frequency

of responses regarding whether needs were met.

Who Met the Needs

Thirty-one (77.5%) of the L0 family members indicated that
nurses were involved in meeting their needs, 19 (47.5%) indicated
that doctors met their needs and seven indicated that cﬁaplains were
ipvolved in meeting thef; needs. Nurses were seen as meeting
needs related to the support and reassuranée of family members while
dqctors were seen as primafily meeting informational needs,
fegarding the patiént's treatment and prognosis.

It was anticipated that some needs would be met By resources
other thén hospital personnel. Nineteen (47.5) of family members
indicated that other visitors ‘met the need.to have reassurance
that the best possible care was being given to theif family member.

This finding would support observations by Reichld&@?S?S) and Rasie



TABLE 6

FREQUENCY OF RESPONSES FROM FAMILY MEMBERS
INDICATING NEED MET (n=40)

Relative
- Absolute Frequency
Need Frequency (2)

1. To feel accepted by hospital 4o ©100.0
personnel. : '

2. To have their questions answered 4o - 100.0
honestly, : .

3. To be able to visit whenever they , 39 97.5
want. ' ‘

h. To have a place to be alone while 3 7.5
at the hospital.

5. To be told about people in the hos- 33 82.5

~pital who could help them.

6. To have a specific person at the . 38 95,0
hospital to call when they
cannot be there.

7. To be told about how their family 37 92.5
member is going to be treated
medically. :

8. To have a telephone nearby where 39 , 97.5
they are waiting.

9. To have good food easily available 3t 77.5
to them while at the hospital.

10. To feel that hospital personnel -39 - 97.5
care about their family member.

11. To have the waiking—room ﬁear 38 95.0
the family member. -

12. To be told exactly what is being 39 97.5 -
done for their family member.

13. To be alone. 11 p 27.5

14. To be told about chaplain services. ;;s>f“f§/ - 57.5,



15.
16.

17.

18.

19.

20.

21.

22.

23.
24,
25.

26.
27.

28.

TABLE 6 (Continued)

Need

To feel that there is hope.

To know why things are being
done for their family member.

To be told about transfer plans

when they are being made.

To have someone explain the
sounds and equipment in the
intensive care unit before they
visit for the first time.

To have someone to talk to about

“the possibility that their family

member might die.

To talk to someone aBoﬁt their
feelings.

To have direction from the staff
as to what is expected of them
when they are at their family
member's bedside. )

To know about the various types
of staff taking care of their
family member.

‘s

To see their family member”
frequently.

To have specific facts concerning
their family member's progress.

To be involved with the physical
care of the family member.

To have friends nearby for support.

To talk to the doctor at least
once a day.

To have a-bathroom near the
waiting room.

Relative
Absolute Frequency
F requency (%)

Lo 100.0
39 97.5
36 90.0
28 70.0
32 80.0
29 72.5
35 87.5
35 87.5
39 97.5
35 87.5
13 32.5
32 80.0
8 20.0
37 92.5
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29.

30.

31.
32.

33.
34.
35.
36.
37.

38.

39.

bLo.

TABLE 6 {Continued)

Need

To be reassured that It is'all
right to leave the hospital
for a while.

To have explanations given in
terms that they can understand.

To have reassurance that the best
possible care is being given to
their family member. .

To know what type of staff can

give them certain kinds of
information.

To have comfortable furniture
in the waiting room.

To have someone concerned
about their health.

To know their family member's
chances of becoming well.

To know that they would be called
at home if there were any changes

in their family member's condition.

To talk to the same nurses every
day about their family member's
condition.

To have someone to encourage them

to cry.

To receive information about their

. family member's condition at

least once a day.

To have another person with them
while they visit their family
member at the bedside.

Relative
" Absolute F requency
Frequency (%)

38 95.0
-39 97.5
4o~ 100.0
35 87.5
3 1.5
29 72.5
3 85.0
36 90.0
11 27.5
bl 10.0
35 87.5
23 _57.5

Relatlve frequencies are underlined where need was met for less than

50% of famnly members whlle more than 50% of family members consndered
it to be 'important' or 'very important'.
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(1980) that visitors receive a great deal of mutual support during
the long waiting periods between visits to the intensive care unit.
The frequency of responses in relation to who met the needs is

presented in Table 20, Appendix C.

Responsibility of Nursing To Meet the Needs

An additional objective of tﬁls study was to determine
family members' perceptions regarding the responsibility of nursing
to meet their needs. Results Indicated that the meeting of each need
listed was considered by at least‘one family member to be a responsi-
bility of nursing.

Family members indicated that it is a responsibility of
nursing to,méet informational needs pertaining to the intensive
care environment and to the patient's general progresé. Nurses may

’be viewed as providing interpretation of the unfamll}ar ICU environ-

meﬁt for family members, enabling a better understar.. ¢ of the

situation.

An unexpected finding was that only eight of the family
members indicated that it was a responsibility of nursing to
meet the need to talk to someone about their feelings. Siﬁilarly,
only one family member considered it to be a responsibility of nursing
to be concerned about their health. These findings_sugpor;,those of
'a study by Hampe (1975) where reiatives fel{ that.nu;;ing staff
were responsible only for the care of the patient, although concern

for the relatives' health was apprectiated.
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|
Additional Needs ldentified

The content of responses to Question hl'regarding additional
needs experienced by family members was categorfzed by the angstigator.
Eight (20%) of the famlly members responded to thls'questlon. Al though
most of the comments directly related to need items included in the
questionnaire, additional needs were identified and are discussed below.

(1) Physical Surroundings: Six of the family members com-

mented on the lack of privacy and the inadequacy of the waiting room
facilities. Some of the responses werg:

""The waiting room was situated so that patients
had to be wheeled by you while waiting - | found
this very disturbing."
i
""The sitting room needed to be bigger so that all »
visitors to intensive care could find a seat."

"I was appalled by the poor waiting room for
visitors. It was small and always crowded.
There were times when | just wanted to get
away from there but there was no place else
to wait." ’

(2) Emotional Support: Four of the family members indi-

cated that emotional support was needed while the patient was in
the intensive care unit. One spouse expressed that she needed to.
have more support in relation to her feelings of anger, as refléttéd "

in the following comment:

"I needed to be told that it was okay to feel o - . -
the anger | was feeling over my husband's o : R A
condition and that it was normal to feel that, SRR 48
way . 11 o ',:1'.‘ g - 5 - re ) ~

o

(3) Information Regarding the Patient: Four 6? the
e y"’fj, .
family members commented that they needed to have mo?e‘?r¢§§eﬁtl

information about the patient's progress. Frustration Qgéripot

talking regularly with doctors was expressed by two of;t@é;?amily‘
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members.

'"Doctors should arrange.to see familias - we shouldn't
have to try to catch them!"

"1 was annoydd at not having the chance to talk to
the doctors about my husband's condition. It
' seemed that they were diways busy and didn't have
time for me. | realize they were busy with other -
patients, but | would have 1iked to know more
) about what was going on at the time.'
Comments of the family members suggest that each of these
needs, when unmet, serves to heighten anxie;x and loglically could
lessen tﬁe family member's ability to cope with the situation. Al-
though family members In Molter's (1976, 1979) "study did not identify

any further needs, additlonal needs were identified by family members

in the present study, suggesting that needs listed on the question-

naire'were not exhaustive of those experienced by family members of

ICU patients.

"Nurses' Responses and Comparisons with Those of Family Members

Importance of the Needs

Each of the needs listed on the questionnaire was considered

to be important by at least one nurse. Nurses' ranking of needs in-

. . ‘ La
dicated that the needs important to family members were also consid-

ered important to nurses. TabiéATQ,)Appendix c, shows»the frequeﬁcy
of responses regarding the imporiance of needs.

In relation to the fen eds which ranked m;st important to
family members, nurses' ?esponses@;E%e in agreem;nt on 70% of these.
It is interesting to note that ﬁhe need to feel that there is hope
ranked twel fth among nurses while it ranked first for the family

members, and was unanimously considered to be very important. The

need to discuss the possibility of death with others ranked'among the
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most ihportant needs according to nurses, however, ranked onl; tweptieth
for family,members. This could suggest thaf family members aré'got will-
ing tb face th~ possibilify of the patient’s death and wish to maintain
hope during the period of uncertain prognosfs. However, because familx
members in this study were those of recuperéting:patienté, this need may
nét havé been as important to them as to relatives of dying patients.
Needs rankigg‘most important and least ihportant are listed in +able$ 7
and 8. |
Kendall's tau wa$ used to measure the degree of association
between the importance of needs and nurses' age and length of;ﬁursing
experieqcé; As Table 9 demonstrates, there was a high degree of éssoci-
ation betwegn‘these variables; indicating that age or lenggh ofwﬁursing
exPerience Qid not appear to be associated with the relative importance

-

of needs as perceived by nurses in the sample.

Needs Met

A§ was the Ease in family members' responses, responses from
the ICU nurses indicatea that the majorjty~of nééés were met according
~ to more than 50% of the sample. Thirty-two of thg needslwere seen as
being mét. Fifty percent(or more of the nurses indicated that eight of
the needs listed were ﬁot genérally met. These Qere: A
1. The need tb have aaspecific persdn to call when family

members coqld not be at fhe hospital.

2. THe Beed to havgua place to be alone at the Hospitél.
3. The need to be alone. ] |
4. The need to do some of the phygical care‘}or the patient.
5. The need to talk to the doétor at least once a»da;.
6. The need to have comfortable furnitufe in thé waiting room.

!
A3



Rank

I.

2. -

10.

TABLE 7
TEN MOST IMPORTANT NEEDS AS PERCEIVED BY iCU NURSES

‘\é

To have their questions answered honestly,

To feel that hospital personnel care ab

To have éxplanations given in' terms that | ey can understand.

To know that they would be called at homerif there were any

changes in the patient's condition.

To talk to someone about the possibility that the'patient

might die.

To be told how the patient is going'to be treated medically.

o

To know why things are ‘being done for the patient.

To have rea55urancevthat the best possible care is being given

to the patient. ey

To receive informatibn about the patient's condition at least

once a day.

v

To talk to someone about their feelings.

&
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Rank

3l.

32.

33.

34.

35

36.

37.

38.

39.

Lo.

57

TABLE § .
TEN LEAST: IMPORTANT NEEDS AS PERCEIVED BY ICU NURSES
o

To have comfortable furniture in the wait%pg room.

To be able to visit whenever ;hey want.

To have someone concerned about their health.

5

To have a bathroom near the waiting room.
To have someone encourage them to crY;

To have good food easily available to them while at the
hospital.

?

To do some of the physical care for the patient.

To have a specific person at the hospital to call when they

cannot be there.

To talk to the same nurses every day about the patient's

condition, .
o 73

s

To have another person with them while %?g% visit the patient.

A



TABLE 9
KENDALL'S TAU FOR RANKED IMPORTANCE
NEEDS BETWEEN NURSE GROUPS ‘
Age _18-2k years 25-34 years
25-34 years 0.8184
35-59 years 0.7249 0.7063
Experience in
Critical Care
Nursing <2 years 2-5 years
2-5 years 0.8351
>5 years 0.8042 0.75L46
Overall
Nursing
Experience . <2 years 2-5 years
2-5 years 0.8136
">5 years 0.7487

0.7912
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7. The need for someone to encourage family members to cry.
8. The need to have lnforﬁation about ‘the patient‘;
condition at least onc; a day.

0f these needs, tﬁree were cﬁnsidered bymmore than 50% of
the nurses to be 'important' or 'very important': the need for
family members to have a place to be alone at the hospital, the need
to talk to the doctor daily, and the need to have daily information
“concerning the patient's condition. A summary of nurses' responses
regarding Qhether the needs listed are generally met is preseﬁted

in Table 10.

Responsibility of Nursing to Meet the Needs ’ ’ ’

The responses.of the ICU nurses to the question regarding
nursing's responsibility to meet the listed héeds were geﬁerally
congruent wftg those given by family members. However, a few
major differences are interesting to note. In relation to having
a specifichperson';t the hospital to call when they could not be
there,‘35 (87.5%) of the family members indicate that meeting this
need was a responsibility of nursing. In comparison, only 12 (38.7%)
‘of the nurse samplé indicated that it was a responsibility of
nursing to meet this need. Perhaps nurses perceive their role(to
act as a liason with family members only when thé family members
are present at the hospital; Constraints of time and wo}kload may
also limit tﬁe ability of the nurse in intensive care to meet this
need,

In relation to meeting the need to be told how the patient

is going to be treated medically, 30 (75.0%) of tﬁe family members



10.

11.

13.
14,

15.

TABLE 10

FREQUENCY OF RESPONSES FROM 1CU NURSES
INDICATING NEED MET (n=31)

Need

To feel accepted by hospital personnel.

To have their questions answered
honestly. '

To be able to visit whenevery they want.

To have a place to be alone while at
the hospital.

To be told about people in the hospi-
tal who could heip them.

. - To have a specific person at the

hospital to call when they cannot
be there. '

To be told about how their family
member is going to be treated
medically.

To have a telephone nearby where
they are waiting.

To have good food easily available
to them while at the hospital.

To feel that hospital personnel care
about their family member. .

To have the waiting room near the
family member.

. To be told exactly what is being

done for their family member.
To be alone.
To be igld about chaplain services.

%o feel that there is hope.

Relative®
Absolute Frequency
Frequency (%)
30 96.8
25
21
0 0.0
26 83.9
0 32.3
25 80.6
29 93.5
11 35.5
29 93.5
27 87.1
23 4.2
9 29.0
22 71.0
28 90.3
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16.

17.

18.

19.

20.

21.

22.

23.

24,

250

26.
27.

28.

29:

TABLE 10 (Continued)
Relative®
Absolute " Frequency

Need Frequency (%) .
To know why things are being done 28 90.3
for their family member.
To be told about transfer plans when 26 83.9
they are bglng made.

\‘c
To have sémeone explain the sounds 25 80.6
and equipment in the intensive care :
unit before they vusit for the first
time.
o .

To have someone to talk to about the 18 58.1
possibility that their family member
might die. .
To talk to someone about their 19 61.3 -
feelings.
To have direction from the staff. as 25 80.6
to what is expected of them when
they are at their family member's
bedside.
To know about the various types of 29 ° 93.5
staff taking care of their family
member.
To see their family member fre- 26 83.9
quently.
To have specific facts concerning 29 93.5
their family member's progress.
To be involved with the physical 14 lgﬁﬂ?
care of the family member. 3 N
To have friends nearby for support. 16 51.6
To talk to the doctor at least 6 19.4
once a day. '
To have a bathroom near the waltnng 26 83.9
room.
To be reagsured that it is all right 29 93.5 ‘

to leave the hospltal for a while.




30.

3t.
32.

33.

34,

35.

36.

37.
38.

39.

Lo.

TABLE 10 (Continued)

Need ®

To have explanations given in
terms that they can understand.

To have reassurance that the best
possible care is being given to
their family member.

To know what type of staff can
give them certain kinds of
information,

To have comfortable furpiture in
the waiting room.

To have someone concerned about
their heal th.

To know their family member's chances
of becoming well.

To know that they®would be called
at home if there were any changes
in their family member's condition.

To talk to the same nurses every day
about their family member's condition.

To have someone to encourage th%?
to cry. )

To receive information about their
family member's condition at least
once a day.

To have another person with them
while they visit their family
member at the bedside.

Relative?

Absolute Frequency
Frequency (%)
22 93.5
29 93.5
23 74.2
8 25.8
18 58.1
26 83.9
29 93.5
7 22.6
11 35.5
26 83.9
19 61.3

a . R - : _ - : -
Relative frequencies are underlined where need is generally met
according to less than 50% of ICU nurses while more than 50% of

nurses consider it to be 'important' or 'very important'.

!
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indicated it was a responsibility of nursing, in contrast to only 8
(25.8%).of the nurses. 'Nurses may feel that it is the physician's
responsibility to discuss the patient's medical treatment with
vfam!ly members, and that they should only reinforce what has been
said by the doctor.

Notable differences were observed regarding the responsi-
bility of nursing to meet the need for family‘members to talk to
someone about their feelings. Eight (20.0%) of the family members’
indicated that it was a responsibility o; nursing to meet this need
while 27 (87.1%) of the nurses indicated it was a reSpensibility of
nursing. A contrast between family members' and nurses' responses
was also observed in relation to the need to have someone encourage
the family members to cry. Twenty-one (6%.7%) of the nurses indicated
that it was a responsibility of nursing to meet this need while
only one of the fé%ily members indicated that it was a responsi-
bility of nursing.

A final closely related finding pertains to thevneed to have
someone concerned aboet the family mentbers’ oWn health. Eighteen
(58.1%) of the nurses indicated that it was a responsibility of nursing
to meet tﬁis need while only one of the famiiy members indicated that
it was -a responsibility of nursing to meet this need. Although the
emotional suppert needs were largely met by nurses according to family gﬁﬁh
members, the above findings suggest that family' members did not per-
ceive ICU nerses to be in a role to provide emotional support for the.
patients' family members. Nurses on the other hand indicated that they
have a responsnbllity to be supportive of family members'. féellngs The

difference between perceptions could logically interfere: wlth nurses
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i

intervening in ways that would be most beneficial to family members.
Table 11 presents the frequency of responses of family members and

ICU nurses regardfng nursing's responsibility to meet the needs,

Additional Needs

As in the responses from family members, the content of
nurses' responses regarding’additional needs experienced by family
members (Question 41) was categorized by the investigator. Six of
the nurses responded to this question. Their comments are discussed

below under two major categories.

(1) Physical Surroundings: Five of the nurses commented
‘about'fami]y members having a private place where they could be
alone while at the hospital and expressed dissatisfaction with
existing facilities.' Some of the comments appear below:

"} think the waiting area available for families

Jis terrible, because there is no privacy and

it is in full view of patients going to and

from the unit which may be upsetting.'

“'"We need a quiet room or place to take family

members aside to discuss things with them where
- no interruptions will occur."

(2) Emotional Support:. Four.of the nurses commented
that famiiy members need eﬁotional support from staff in order to
effectively ﬁope with their situation. The nurses' comﬁents-ref!ect
that they were aware of family members' need for emotional support
but at the same time felt that they were not‘ablg to spend enough
time with familf members to adgquate]y meet this need.

"| think families need to be told they're coping
well, or giving good support, to increase their
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FREQUENCY OF RESPONSES INDICATING A RESPONSIBILITY

OF NURSING TO MEET NEED

Family Members

ICU Nurses

Need

Relative
Frequency

(%)

Absolute
Frequency

Relative
Frequency

(%)

Absolute
Frequency

. To feel accepted by
hospital personnel.

. To have their ques-
tions answered
honestly.

. To be able to visit

whenever they want.

. To have a place to

be alone while at
the hospitatl.

. To be told about

people in the hos-
pital who could
help them.

. To have a specific
person at the hos-
pital to call when

they cannot be there.

. To be told about
how their family
member is .going to
be treated medj-
cally.

. To have a telephone

_nearby where they
are waiting.

. To have good food

easily available to
them while at the
hospital.

39 97.5

38 95.0

27 67.5

35 87.5

87.3

35 -

30 75.0 .

31 100.0

25 80.6

28 90.3

25 30.6




TABLE 11 (Continued)
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Need

Family Members

ICU Nurses

Relative
Absolute
Frequency %)

Frequency

Absolute
Frequency

Relative
Frequency

(%)

10.

12.

13.
4.

15.

16.

17.

18.

To feel that hos-
pital personnel
care about their
family member.

. To have the waiting

room near the
family member.

To be told exactly
what is being done
for their family
member.

To be alone.

To be told about
chaplain services.

To feel that there

is hope.

To know why things
are being done for

their family member.

To be told about
transfer plans
when they are
being made.

To have someone

~explain the sounds

and equipment in
the intensive care
unit before they
visit for the
first time.

38 95.0

38 95.0

17 'Y
38 95.0

38 1 95.0

39 '97.5

38 ' 95.0

31

18

22

26

25

29

3C

100.0

16.1 '

58.1

25.8
71.0

83.9

80.6

93.5

96.8



TABLE 11 (Continued)

oot

]
T
»,

ki

v . o . v, '

.

Need

Family Members

ICU Nupses  “w .}

V.

Absolute
Frequency

Relative
Frequency

(%)

Absolute -
Frequency

K BN
.Relative .
Frequency

(%)

9.

-20.

21.

To have someone to
talk to about the
possibility that
their family mem-
ber might die.

To talk to someone
about 'their feel-
ings.

To have direction

~from the staff as

to what is expected
of them when they

. are at their fami-

22.

23.

24,

25,

26.

27.

ly members' bedside.

To know about the

various types of

staff taking care
of their family
member. .

To see their family
member frequently.

To have specific
facts concerning
their family mem-
ber's progress.

To be involved with
the physical care
of the family
member,

To have friends
nearby for support.

To talk to the doc-
tor at least once
a day.

26

35

37

31

27

21

22

65.0

20.0

87.5

92.5

77.5

67.5

52.5

2.5

55.0

25

27

27

28

29

20

23

13

w»

80.6

87.1

87.1

90.3

93.5

64.5

74.2

12.9

k1.9

.67



fﬁﬁ TABLE 11 (Contlnued)

Family Members

1CU Nurses

% lative Relative
Need fAbsolute Fr‘?ﬁency Absolute | Frequency
e Frequency %) | Frequency ()

28. To have a baghroom 0 0.0 2 6.5
near the waiting . ' '
room.

29. To be reassured 34 85.0 30 ©96.8
that it is all ’
right to leave the
hospital for a
while.

30. To have explana- 37 92.5 25 80.6
tions given in :
terms that they can
understand

31. To have\reassurance 31 71.5 28 90.3
that the best
possible’care is
being given ;to
thejr. family member.

32. To khow what type | 38 95.0 - 26 83.9

“ of staff can give * ‘
‘them certain kinds
of information.

33.:To have comfortable fs 2.5 5 16.1
furniture ‘In the :
,’waiting room ' ” , h -

3k. To have someone ‘ | 2.5 - 18 58.1
‘concerned about T . e
.their health, '

35. To know  their fam- 27 67.5 S ) 35.5
- "Iy member's -
- chances of becomlng )
wwell ,

o

<r
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TABLE 11 (Continued)
&

Need

Fam?ly Members ICU Nurses

Relative "Relative
Absolute Frequency Absolute F requency
Frequency (%) Frequency (%)

36.

37.

- 38.

39.

0.

To know that they:
would be called at
home if there were

“any changes in '

their family mem-
ber's condition.

To talk to the
same nurses’ every

. day about their

family member's
condition.

To have someone
to encourage them

..to cry.

To receive infor-

mation about their|

family member's

condition at least| -

once a day.

To have another
person with them
while they visit
their family mem
ber at the bed--
side. '

—

40 - 100.0 28 90.3

19 k7.5 11 35.5

A 2.5 2l - 67.7

39 | 925 28 90.3

6 1507 1o | 32.3
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feelings-of worthingss;" _ /.‘ -

1] know that families need alot of support from
us because of their fear and anxiety and | wish
we had more time to spend with them. | think
they need to have someone around who they can
talk to at anytime because we're usually busy
in the unit with the patient."

'"What bothers me the most is that there is no one

there to talk to the relatives betwegn visits,
especially when the patient is dying. They need

to have a neutral person who will be there so

they can express their feelings." , .

In contrast to responses from family members, no additional

needs pertaining to information received by fami lys members were/hp.-ég .
) S

_identified by the nurses in the sample. T

¢ ¢ , " Factor Analysis

/ Factor analysis was performed using 39 of the Likert- .

scale "items, as a data reduction technique and to identify the major
‘ cptegorfes of needs that were being measured. Item 15 (the need to

feel that there is' hope), was not included in the factor analytic

' ’ Y o o e, W
procedures as ﬁhare‘was no variation in responses on this item.

o

inifig1"Qrthogogglg?haj;sis identified?%Welve factors
h#ving eigenvaldes greater tﬁaﬁ one and explaining 83.8%:of'the
total variance in responses from family members. Items l3iflh, 34,
"38 and 39 were ‘eliminated from further analysi? as”thgy di; not-

load highly on any of the factors and had low communal ity values. ) o

The_remafning 3h>item§ were used in a series of grthogonal and
oblique analyses to find the most fnterpreggble solution while still

explaining a reasonable proportion of the total variance in responses.

The best solution'in\Tighu“of the preceding criteriavwas a five \ J !
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3,

factor sblution from the oblique rotation, which accounted for 54.9%

of‘the #nriance in family members’ responses. Table 12 shows %ye five
o
factor solution based on family members' responses.

f"‘ A similar procedure was also carried out on nurses' responses.

i i

Follbwiﬁg én initial orthogoﬁal analysis thch identified eleven fac:

tors and explained 88.7% of the ;otdl variance, items 13, 4, 27, 28,

38 and 39 were eliminated from‘furthef analysis as they did not load
‘highly on any of the factors and_had low communality values. The

remaining 33 iféms were used in a serfes of orthogonal aqd obliqqe
analyses. The most safisfactory interpretation .was found in a five
factor/solution from an -oblique rotation which explai;ed 6}16% of the
variance in nurses' responses. This five facfér Solutiow/is shown in' .
Table 13. Each of the‘factors or cateéories will be discussed pre-

f

sently in terms of those items with a correlation of .50 or greater.

2

Factor |: Information Regarding Patient Treatment and Prognosis -

The firét factor'felates primarily to information abqg;
the patient's condition and treatment regime. Ikems which had high
correlaéioh‘on this factor were as foiibws:

2. | needed to have my questions answered honestly.
. /

\

7. | needed to be told about how my family member was
. going tovbe treated medlcaljy.
12. | needed to be told exactly what was. being done for
m§ family,member.
16. | needed to know why things were being déne for hy

family mémber.
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TABLE 12
FIVE FACTOR SOLUTION
OBLIQUE PRIMARY FACTOR STRUCTURE MATRIX

FAMILY MEMBER RESPONSES :

Factors®
item Item
Number Content { H 1 v v
2 ‘honest answers 618 | .349 |-.088 | .123 | .006
b medical treatment =157 .105 .005 .019 {-.028
12 exact information =598 .048 .025 .084 | -,0k
16 | why treatment =537 |-.027 | .17 | 070 | am
24 specific facts =581 |".077 .10} .176 | -.058
27 | talk to doctor -692 | .om f-.027 | .068 | .11
30 - understandable explanations =674 .Ogi 5 .00k .086
3 best care 2524 1 -.048 | .013 | -.048 140
35 - | patient's chances 2643 .063 |~-.023 .209 .082
] accepted -. 147 136 .052 b 1 -,002
] helpful people .158 .786 .09 .004 018
6 specific person /| -.030 | #4833 | .ou6 |-.154 |-.010
10 | caring personnel \ 152 | .s00 | .057 | .033 |-.007
19 | discuss possibility of death | .189 |-.587 | .o15 | .o6% | .ou6
20 discuss feeling -194 | .877 | .008 | -.067 .081
26 support fraf’ s + 1hb =730 211 - 006 .030
29" | reassurance "R .566 | -.557° |-.107 | .ous5 | .06k
36 | called at home, /° a4 | o760 | 080 |-.oun | 170
17 | transfer plany/ -.226 | .190 | .513 |-.100 | o094
18 T explanation df I1cU -.342 | .083 | .575 |-.056 | 172
21 | direction’sf staff -.093 | -.039 | .579 |-.020 | .ous
22 :ypes/éf/suff --292 [ -.269 | .693 [ .016 [-.032
32 staff information -197 f-.0n1 | 640 | .obo | .06
3 n visiting 275 [ -.21h | 019 | .605 | .043
23 5\' ee patient frequently .025 .150 217 2655 .085
25 |{ involvement with care .062 | .070 | .202.| .58 |-.o9%
37 continuity of nursing care | -0z 376 1-.318 519 .003
40 another at bedside <274 | -.078 .098 =563 | .067
& .place to be alone -.07t .170 LN47 | L0600 | .624
8 | telephone =.207 | .034 | .o01 | -.180 [-.621
9 | good food -.ok | -.288 |-.082 |-~.013 |-.599
11 | waiting room close -.066 | .009 |-.012 | .s07 | .73
28 bathroom -.031 | .091 }-.122 | -.000 | .617
33 comfortable furniture -.108 L1580 .043 .036 2540
Note. Items have been reordered from the original qucstlonnalrc {See Appendix C)

Q»wafLoodnngs of

b
ftems
facto

for ease in viewing loadings of .50 and greater on each factor.

.50 and greater are underlined.

13, 3“ 38 and 39 are not listed as they had low correlatnons on all

rs and Iow communality values.



TABLE 13
NURSE RESPONSES: FIVE FACTOR SOLUTION
)
OBLIQUE PRIMARY FACTQR STAUCTUKE MATRIX

Factors‘
I tem item
Number Content 1 ) (AN v v
2 honest answers -598 038 | -.247 O -6
7 medical’ treatment =842 .092 | -.136 .059 .268
12 exact information ©.732 | -.086 142 .007 | .083
16 why treatment ;éll 137 .026 079 [ -.146
17 transfer plans 4 -.593 .067 .0l .129 .006
2 | specific facts L7610 | .020 |-.095 | .10 | .139
30 | understandsble explanations | .573 |-.190 | .431 |-.036 | .o48
3 best care L 135 t-.320 .045 | -.03
.35 .| patient's chance . 748 .085 | -.017 .089 | -.118
1 ] asccepted .139 122 | -.103
5 helpful person . .024 .268 | -.098
6 specific person -.164 | -.088 047
10 | caring personnel -.233 | .619 |-.097 | -.031 | .o087
19 ¢ possibility of death .98 |-.802 }-.084 | -.093 | -.062
20 | discuss feelings c.on | o.793 | 073 | -.a120 | 032
22 types of staff . 042 =565 | -.185 | -.320 .008 ¢
26 support from frieqdi“b -.046 | .71k .252\ .023 .286
- 29 reassurance , ! o ' -.260 1,553 4 .os4 | -.164 | -.214
N .36 called at home 2330 | 3500 |-.058 | .oz | .160
37 continuity of nﬁ;slné care 194 | -.567 | .049 .03 .083
18 | explanation of ICU" | e | a2 ]-.s87 | Figes | Lais
21 | direction from staff .277 |-.031 [-.660 | -.0% | .o0%s
32 staff information 179 ‘ .043 - 768 -.082 | .18
3 | open visiting - | -.059 | .299 | .003 519 | 132
1t | close waiting room , -.033 | .15s3 | .o75 | -.832 { .591
23 | see patient frequently .239 | -.272 .020 Aﬁ;égg 1 ..033
25 involvement with care -.047 }-.221 .037 *ZQZL ~.056
&0 another at bedside .073 .064 "1 -.020 | .526 .012
4 | place to be alone : 029 | .262 | .13 | .229 | .662
telephone i -.025 .187 .158 .138 -612
good food on | 069 | 231 | .o77 | .832
33 | comfortaBle furniture -.163 |-.058 | .272 | .128 | -.533

Note. Items have been reordered from the origina!l questionnaire (See Appendix D)
for ease In viewing loadings .of .50 and greater on each factor.

~.

‘Loadings of .50 and greater are underlined. o~
e

bltcms 13, 14, 27, 28, 38 and 39 are not listed as they had low correlations 65

all factors and low communality values: BB
3 22

A
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- ‘ 24, | needed to have.specific facts concerning my family
member's progress.

"~ 27. | needed to talk to the doctor at least once a day;

52
30. | needed to have explanations given In terms that |
could understand. 5?
3h{ | needed reassurance that the best possible care was

being given to my family member.
35. | needed tq know my family member's chances for -
bgzoming well,

I

%};; giﬁdgﬁg'%xception of

Items on the nurses' questionnaire qoc’@kponQXh to those
listed above correlated highly on this categgilgg

“item 27. Item 17 correlated highly on thisp‘;[ el sl

4

+ - . responses®but not for fam,'“

o 'l
e 4 -

. feelings as well as the presence of caring people. |tems which

demonstrated high correlation on this factor were as followsi
Item |
1. | needed to feel acéebteg‘by hospi tal pefsonnel.
5. | needed'to bé told about people in the hospital who
—_— A .
could help me. ‘
6. | needed to have a §pecific person at the hospital to
tall when l.eouldn't‘be there. L
10. nfﬁzid to feel that hospital personnel cared about
- my ?hggfy member._ |
’ 20.d.lﬂneeaed to talk to someone about my feelings.

[

<



4;‘14;

[

26. il needed to have friends n;arby fo; support.
"29, | neeﬁed 26 be reassured that it was all right to
leave the hospifal for a whl]e;
36. | needed to know that .| would be called at home if
there were any changes in my family member's condition.
Item 19, the’n§ed to have someone té talk‘to abouf the.pOSsi-
bility that the patient might die, had a hfgh negative correlation on
this factor, suggesting-that éhis was not an important need.for these
family members. Items on the nﬂases' questionnaire which were highly

correlated on this factor corresponded to those listed above. However,

two additional need ‘items had high correlations on this factor. These

were: ‘

I tem !
Cwn 22. They need to know about theivarious types of staff
| taking care of theirvfaﬁily membéﬁ.
37: They need to talk to fhe same nurses every day about
gheir family member's cpndition.
" , |
Factor 111: Information Related to Intensive Care Environment

Factor Ill generally relates to information about the inten-

sive care unit. The following items were highly correlatedhgm this

.

factor:
LS
| tem ‘ - i ’
17. | needed to be tald aﬂouf’tfansfer plans when they
were being made.
18. | needed to have someone explain the sounds and
. equipment in the intensive care uhit before | visited

" the first time.

1

75



21. | needed direction from the staff as to what was
expected of me while | was at my fépily member's
bedside. |

22. | needed to know about the various types of staff
taking care of my family mzmbgr.

30‘ | needed to have.explanation;‘nged in terms that |
could un&erstand.

32. | needed to know what‘type of staff could give me

| certafﬁhkind; of information. |

On]y three items were highly correlated on this factor and

ki

2 *gtﬁe;i'cérrésbbnded to items 18, 21, and 32 listed above.

Factor IV: Patient Visiting

)

Factor. IV generally pertains to visiting the patient in the
sibs ' .
intensive care unit and involvEment with patient care. Items which

correlated highly on this factor were as follows:

/ |tem ' . ‘ '

3. | needed to be able to visit Qhenever | wanted.
23. | needed to see mv family member frequently. |
25. | neéded to d; some o~f the physical care for my
§§F | ibv : family member.
ﬁ a0 37.  { needed td,talk to the same nurses every day about

3 . my family meémber's ﬁonditibn.
40. | needed to have_anofh;r person with me when’l‘vlstted
my faﬁily member.
Items on the nurses"questionhaire corresponding to those

listed above also were highly correlated on this factor. In addition,

76
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item 11, the need to have aiting room close to the family member,

was highly correlated.

Factor V: Physical Surroundings in Hospital
Factor V relates primarily to the physical environment within

the hospital. The following Items were highly correlated on this

~

category:
l'tem
L. 1 needéd to have 'a place to be alone while at the
hospital.
1. | needed to have the waiting room near my family
‘fﬂi:ﬁémygr. o
28. .l heeéed:to Bave the bathroom near the waiting room.
33." 1 needed to have comfortable furniture in the waiting
l)r:room. |

| tems 8 and 9, pertaining to having a telephone nearby and

having good food available had high negatfve correlatidns'on this
o .

factor.

This faitor accounted for 7.2% of the variance in nurses'

responses. Items on the nurses’ questionnaire corresponding to those

v
'

listed above loaded highly on this factor, with the exception of
i‘tem 1 i. 'S
Ove}all, items which correlated highly on the factors

identified through‘factor analysis were sijElar using responses from

‘family<members and nurses. Ekceptions to this could possibly be due

to measurement error.



Correlation®*Among the Factors

Tables 14 and 15 illustrate the correlation among the five
factors. Using responses from both the family members and nurses,

Factor | correlated low negatively with Factor 11 while low positive

183

correlations were present between Factor | and Factors Ill, IV and
V. Factors 1! and 111l also showed low nega;lve correlation, while

&$‘Fa;tors 11 and 1V correlated low positively. This would suggest that
) K

‘ratings‘on the need items by each respondent were converted to five

factor sco}es for both family members and hurses. Mean fac;orbscores
were then compared on various independent variables such as age, sex,
and socioeconomic class for family member responden;;, and amount of

L3
-nursing experience for nurse respondents.” AN

AN

.
S

Mean Factor Score Differences: Family Members

v

i
Regarding supportive feelings and presence of caring people,

. no stétié;ically significant'differences'(u-.OS) were demonstrated
among’ fami ly members grouped on the variables of age, sex or sociq-v;x
economic class. This would suggest that supportive andfparing person=
nel are important to most'fahfly members. . |

One way analysis of varianﬁ; demonstrated a'statistf;ally
significant difference (a=.05) among age groups in relation to infor-
magion about the intensive care unit. : Younger family members -demon-
strated the highest mean ﬁactorvécore,'suggesting that younger family
members would rate needs pertaining éo information about the in;ensive
care environment to be‘more importanflthan would older family members.

A summary of the results of one way analysis of variance on this

category appears in Tablé 16. A statistically sigw!ficant difference

: e

7
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TABLE 14
FACTOR ANALYSIS: FAMILY MEMBER RESPONSES

CORRELATION AMONG OBLIQUE PRIMARY FACTORS

| T i v v
1.0000
’
-0.1007  1.0000
0.1150 -0.0461 1.0000 o
. »
0.0214 0.1789 0.0379 1.0000
0.0719 ¥ 0020 0.0279  -0.0399 1.0000



Factor

v

TABLE 15
FACTOR ANALYSIS: NURSE RESPONSES

CORRELATION AMONG OBLIQUE PRIMARY FACTORS

1.0000
~0.1994 1.0000

0.2190 -0.1074 I.QOOO

0.1034 0.0461 - 0.1098 1.0000

0.1710 0.0“95 0.1223 -0.0863
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was plso demonstrated (a=.05) among age groups on Factor V p@rtelnlng~

' to the physlcel surroundlngs nf the hospltal Family members ln the

hlghe:t age group demonstreted the highest mean fector ecore, suggest-
ing that older family members woul’@“znte needs perulrﬂng to physlcal

surroundings in the hospltll as more Important than would younger .

‘famlly members. A summnry of the results of the analysis of varlance

on Factor V appears in Table 17.

Mean Factor Score Differences: Nurses e )

As the sample of nurses was relatively homogensous nlth
respect to ege, sex end nursing education, one way enalysls of varlance‘
was only performed on the five factors using 'total nurslng‘expertence'
as'tne independent verlab}e. Results did not demonstrate an9 gtatistlr
cally significant differences (a=.05) dmong groups‘of nurses on any of Y

the factors.

Summary of Factor Analysis Results I

Through factor.analytic procedures, five ‘factors were ST
identified using responses.from famllyimeerrs and nurses. " These
factors included information regardlng‘the patient's, ;reatment and

rognosis, supportlve people, information related t?/the inrensive
care environment patient visftfng, and physical s rroundlngs in the
hospital. ' - R / :
" The factor analysis nerformedfon the /es{mnses on tne frating
scale suggested a degree of construct valldlt” in. that the Items '
separated ‘into five factors on both family membﬁgs' and nurse#

re5p02§es. However, two major llmltations must be kept in miﬂd when

g
i
ol

4
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interpreting the results.of the factor analysis.D First; the finding
of a five factor solutlon which explalned only Sh4. 9% of the total

variance® in family member responses to 34 !tems and 63 OZ of the

total variance in nurse responses to 33 items renders the task gf'

Vv

interpreting the data more difflcult and the meaningfulness of the

-

lnterpretatlon more suspect The\remajming unExplained proportion
of variance must be consadered error. The,]nabillty to explain more‘

_total varnance is possibly due to a measurement prohlem Second, as

factor analysis was based on relatlvely small samples, it may have

-~

resulted in an unstable estimate of factors.

In;terms of each factor, only two statistically significant

¢
dnfferencﬁs were obserVed among groups of family members. Younger
™

family members tended to rate needs relatlng to nnformatlon about
the intensive care envuronment, as’more important than did older

family members apd older family membe}s tended to rate needs per-

taining to the physical environment of the hospital as more important
, , L

. , _ ‘ ,
than did younger family members. The finding that analysis-of

variance only yielded~§wo sigﬁificant resyltsrcould pdssibly be due

to‘the re]at|vely small sample size and possuble measurement errors.

Larger, randomly selected samples should be employed to validate the

-

5

Interpretation of Majer Findings in Light of Crisis Frameworks

One of -the objectives in this study was to examin& the
utility of both a medical and a nursing model of crisis in inter-
preting the needs of family members as they were described in the

findings.

»
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The medical model of crlsls'(Caplan, 1964 ; Rapaport, 1962;

and others) postulates that an emotional crlsls Is eyoked when the
asual homeoStatlc problem-solvlog mechanisms-brea& down in the face
_of an overwhelming event Or}tlcal illness npcessltating a patient's
admission to the intensiye care unlt is not an everyday challenge
with~which people ‘have to cope and may well be- overwhelmlng ta
family nembers Indeed, the uncertainty of the patuent'& prognosis
“and unfamiliarity wnth the intensive care enV|ronment naturally place
increased demands upon family memberst existing Jnternal'and external
S o
resources.

Findings from the present study indicéted that‘family members
neededvnnstlimportantly to have honest, understandable answers to ‘
their,questions and feel that someone cared about the patient. RequnF
ses from family members to fﬁewopen-ended question‘demonstrated\anger
and annoyance when these needs Qere not,met.t Findings also suggested
that nur;es intervene as'external resources by interpreting events tor'
family members, thereby'assisting family members to gain control of the
situation. This attempt‘to gain control of the situation.through
seeking assistance from appropriate resources would be interpreted by
this investigator as an adaptiye response. Family members would thus
not be cbnsidered.to be in Y'eris 5” as It is defined by the medical

@

|
model, but rather to be seeklng~external resources to Support their

.

present coping abilltles, as outlined in the nursing model of crisas.

In this regard, the crisis framework proposed by Narayan and Joslin

\k\(l980) lends itself more readily to the understanding of the family

members' situation. In emphasizing the adequacy of existing coping

mechani sms and focussing on the health component of intervention, it

o

U
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would‘loglcally follow that if external resources such as intervention

by health care personnel were adequate and needs were met, then a crisis

for family members could be\resolved. Intervention with family members

on the part af the ICU nurse hus becomes ﬁbcussed upon clarification’

kN

and meeting of thenr special needs, either by dlrect interventIUn or.

J

ireferral to-appropriate resources, in order to promote the well being

of family members during the stressfu!fperiod of aJcritical illness.

o
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tions of family members' needs. A knowledge of the di fferences between

medical'moéel of crisis (Caplan, 1964; Rapaport, 1962; and others) and

. .W A ‘ ‘

B
CHAPTER VI ”
SUMMARY, CONCFPSIONS,.IMPLICATIONS FOR NURS ING AND.RECOHMENDATION§
‘In this chapter a summary of the study is gfven, major
conclusions are df?wn and‘lmpllcatlons for-nUﬁflng ;ractffe, edugation,
and administration are explorgd.  RecbmmendatJons for future research
on family members of ICU patients are alsc.glvén.‘ ’ 4 E
* ¢
’ Summar ‘
..'A review of the literature revealed that family'members of

p;tients~in intensive care units h;ve special needs arising from the . ,1§?

patients' unéertaln prognosis as well as the family members' laék'of
familiérity with the intensive care environment. Although research
studies have explored the needs experienced by family members of ICU

-

patients, no studies compared family members' and ICU nurses’ percep-

éhese berceptions would assist in the planning of most appropriate
interventions.

As a preliminary investigatjon of these perceptions, a stﬁdy
was conducted 1) to determine the reiative impoftance of selected needs
2; family meﬁbefs as they are percengd by faﬁily members and (CU
nurseé; 2) to determine‘whether and by whom these needs are being met
according to family m;mﬁérs’and ICU ﬁﬁrses; and 3) to détermine,the
amount of agreement between family mehbéfs!ﬂand nurses' perceptioﬁs
regarding nursing's responsibility to meet family meﬁbers' needs. A
T
a nursing model of crisis (Narayan & Joslin, 1980) provided the theore-

tical basis for the study.
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A descriptive research design involving two independent
samples of 40 family members and 31 nurses from theilntenslve care
unjt of a large metropolltan teaching hospital was ueed. Data were
collected frem family memner;\following the patlent'shtransfer‘?ut ;
of the intensive care unit us!ng a questionnaire. containlng Lo

‘need itatements developed by Molter (1976 1972) A foug point
Likert- type scale measured the import-nce of needs as perceived by
’the subject;. . Respondents indicated whether each need was me t and
whefher it was a responsibility of nursing to-meet the need. One
open-ended question sought to identify additional needs experienced
by famify members as nerceived‘by family members and nurses.

Descriptive statistics were used to analyze the results.
Kendall's tauawas,utilized to measure the degrea7of association
between the importance of needs and selected characteristics of the
samples. Factor analysis“was performed on the responses to the

rating scale to identify major factors or components of .needs that

3 ‘\ 3 A' ) N ) -
were being measured. In order to determine differences among various

" categories of respondents, a number of analyses of variance on factor

{

\scores were carried out.
Findings of this study were as fo}IOWS:

(1) the needs considered important by the majority of
family members releted to recefvfng honest, under-
standaqie inféﬁﬁation-ebout[the petient's p}ognosis
and medical treatment, and knowing that hbspifal

“personnel cared about the patient. The need to feel
that there is hope was’unanimously considered to be

very important. Each need statement on the question-

o



(2)

(3)

(4)

(5)

(6)

(7)

naire was considered very Important by at least &ne

family members regarding those needs generally con-

- to meet these needs.

89..

»

family member.

The variables of age, sex and‘“socioeconomi¢ class did

not appear to be assoclategﬁwith the relative impor-
« : ’

tance of the needs for family members.

The majority of f 3‘ members considered that thelr

r

to be alone whlle at the‘hospital .
The majority o} family members indlcated that their .
needs were met by nurses. Other visitors contributed

to meeting emotional support needs.-

Responses from -1CU nurses demonstrated agreement with

sideréd"important to family members. Length of
nursing experience did not appear to influence the
relétive impqrtancé of the ﬁeeds. ‘ ) L
Family members and nurses‘wére in general agreement
regardlng the responsnbility of nursing to meet their
needs. qu notablé exceptions were the need to have
someone to talk to about their feelings and the‘need
to have someone»;once;ned about their health. In both
instances, a greater pgrcentage of nurses thar family
membérs indicated it was a responsibility of’nufﬁjng.
Factor analysis on the questionﬁaire identified.five

major underlying components of family members'lneeds.
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.
These were: needs related to lnfq{mat]on about the

patient's -treatment and prognosis; needs related to

supportive people; needs regarding patlent‘visitlng;
needs regarding Information about<the intensive care
environment; and needs pertaining to the physical sur-

-~

roundings in the hosp}tal. These categpries explained

. ]
63.0% of the variance in nurse responses and,54.9% in
family members' responses. Fifteen analyses of

variance on these factor scores resulted in only two

statistically slgnlfﬁcant di fferences, suggesting that

the perception of needs by family mﬁiias not associ-

o 15

ated wnth the demographic varlables ¥ :‘

(8) Family members in older aee groups rated needs per-
taining to the physical environment of the. hospltal
as being more important than did those in youngef age
groups_ while younger femlly members tended to rate
needs regarding informet;on about the intensive care

~ environment as being more important than did those in
oldef age groups. |
.Conclusions
) Conclesions drewn from this investigation are as follows:
Q(\) The needs considered important to family members in this
study are similar to thos; considered important to family
’fmembere in previous studies.

(2) The need to maintafn'hope appears to be of éreatest

importance to family members during the uncertainty of



[} e .
a critical illness.

(3) Family members were able to identify whether th; needs
important to them were met. Such an awausness could be
usgd apply principles of crisis intervention (Burgois
s Baldkin, 1981) on both Individual and group bases.

(4) Although the majority of family memﬁ:rs indicated that
their hééds were met by nurses, ot;;r reiource;, including

~other visltofs,vwere ﬁelpful in meetlﬁg their needs.

(5) There waS indication that ICU nurses werdﬁ;ttuned tonthe
needs expefienced by family members of ICY pa;lents and
were aware of constraints imposed by time, workload.énd
the phy;lcal.setting of the intensive care environment.

(6) The nursing model of crisis propésed by Narayan and
Joslin (1980) is helpful in understanding and articulat-

ing the needs experienced by family members of (CU

patients. : q

_Implications for Nursing

Limitations of the study design and sampling technique used

"restrict the immediate Implica;ions of the study for nursingl The main

value of the study is heuristjcs serving to direct the focus of further
research on ICU patients' families.' The present findings should be
validated by further research before suggestions for nurstng{practice,

education and administration are considered for implementation. The im-

o

plications for nursing discussed below are considered in light of this.

4

b -
Needs which were rated as being most important to family

members in this study pertained to receiving honest and accurate infor-



\’ | .
mation regarding the patient's condition and treatpent. “in planning
the care of the patient to include .family membe‘, the nurse may promote
medting the need for lnforﬁitlon by seu&lng agide a particular time
each day for nurse-family contact. The meeting would Bave the purpose
of providing family members with(lnformatlon regarding the patlent';
" condition and may pfsowbe helpful in providing needed emotional support.
An atmosphéfe of hope and goncern could bevprovid;d through a group
process, such as inAfamlly support groups.

Although considered to be important to both familx member$
and nurses in this study, the need £o talk to the doctor‘daily was
.not met for the majority of the family members. While the duties
of medical staff in an intensive care unit and involvement with
. emergency situations dictate that family members have limited access

to doctors to answer tﬁeir questions, nurses can be instrumental in
‘arrénging'doctor~family meetfngs. In consultation with family.mem-
;Tpers, a time could be set aside durihg the day for these contacts and
'n§ted€;nf§he patient's care plan. B
| Family members indicated that the need to visit the patient
frequently was very important. Flexible vis{ting hours in the
intgnsi#e care unit in the,presentcstud§ cpntfibuted to meeting this
need. The’length and timing o{ visits should be at the discretion
of the n;rse caring for the paéient, and based upon accurate assess-
ment of the patient and family members .
x The .development of tools for systematic assessment and care
planning would ailow the nurse t6 become more‘proficient in the recog-

nition of fém?ly members' needs. These assessment tools should be

included in nursing curricula. ~Discussion of family coping mechanisms
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and response to [llness should be Incorporated to)pnomofi the develop-
ment of family-focussed nursing care and accurate family assessment

skills. \\;
=

Recommendations

The importance of those needs commonly e;perlcncod by
family members was explored in this study. Further research may )/
also include a comparative study to determine if there are similari-
ties or differences‘in‘the needs of famlfy members as tho; are pér-
ceTQe& by the nurse caring for spe;lflc patients In the intensive
care unit and their family member(s).

Rés;\ts indicated that the meeting of each need was con-
°,I'sidqered by at least one family member to be a responsibility of
nursing. The questionnaire however did not elicit information per-

taining to whether the réqunslbility was shared by other health
professionals.' It would Se interesting in future investigations to
.explore the perceptions of family members and various healtH pro-
fessionals regarding this point; e.g., should some of the emotional
needs identif;ed as important in the‘pfeseht study be the responsi-
bility of social workers and/of psychologists as well'as nurseé?

As this‘study was undertagen féllowing th; patients’ transfer
out of the intensive care unit, future research focussing on family
members might be directed at‘cqmparing need$‘$nd Fﬁeir importance to
family members as the patient'fn the intensive care unit passes from
the critical phase of illnegs/to a more.stablg‘phase. It is also
recommended that furfher Fisearch include experimental studies to
determ{;e if‘specific intervention§ contribute to the family members'

feeling that their needs were being met.
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. Although this Investigation accomplished the overall

L

objective of exploring family members' needs as they are perceived

by fam[ly members and |CU nurses, further research Is required to

validate the present findings and to explore this relationship more

fully, It Is Important that In any future research in which the

perceptions ‘of family members and nurses are compared, consideration

be given to overcoming, the limitations associated with this study.

Based upon tfe results and experience of this investigator, the

following specific recommendations are made:

(1) Respondents should be randomly selected and larger

(2)

(3)

(4)

‘sample slges be used in order to allow generaliza-
bility of the findings qnd Iincrease the powe; of

the results of statistical analyses.

This study invﬁlved onlf family members of patien;s who

were in the recuperative stage following transfer from

-the intensive care unit. Future research should also

include family members of patients who had recenfly died
in the intensive care unit':o ascertain their needs.

As additional needs were identified by respondents in

the present study, refinements on the questionnaire are
necesséry before it exhaustively reflects the needs
experienced by family members of ICU patients.

The ranking of needs in this study was based on scores
derived from respondents' rating of the imporéénce of
needs considered individually, rather than on respondents'

own ranking of needs. In future research, the use of



a Q-sort method (Nunnally, 1959) for determining the
relative Inﬁortaneo of needs according to famlly
_mambers and |CU nurses could be ixplorad.

(5) The cut~off percentage for needs having been met in
the present study was flfty percent. In future
researech it Is recommended that the percentage cut-

. ofg_ point be higher aﬁd determined by nursing unit
‘ personnel . . N
In light of the above recommendations, further ressarch
which supports the findings in this study could provide valuable
’ground wdrk for the development of theory upon which interventions
could{ be based to assist families during the critical lllness of

¥

a mﬁber. |

o
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THE UNIVERSITY OF ALBERTA

FACULTY OF NURSING CLINICAL 8CIENCES BUILDING
EDMONTON, CANADA TeaG 203

June 4, 1982

Dr. G.D. Molnar

Chairman,

Department of Medicine
Clinical Sciences Building
University of Alberta
,gdmonton, Alberta

Dear Dr. Mo]nar

As part of the requirements for the Master of Nursing degree, I am
conducting a study to explore the needs of family members of ICU patients
- as they are perceived by family members and ICU nurses. Dr. S. Stinson,
Professor, Faculty of Nursing, is Chairman of my thesis committee.

I wish to seek approval from the Department of Medicine in conducting
this study at University of Alberta Hospital. The study will also be
reviewed by the Nursing Research and Scholarly Activities Committee and
the Special Services and Research Committee at U.A.H.

Enclosed please find a copy.of the research proposal. I hope the

proposed study would be of benefit and interest to your department, and-
I look forward to your comments and suggestions.

Sincerely,

Margaret D; Prowse R.N.,BSc.N.

M.N. Candidate
Faculty of Nursing
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June 4, 1982

Dr. 0.G. Thurston

Acting Chairman, «
Department of Surgery
Clinical Sciences Building
University of Alberta
Edmonton, Alberta

Dear Dr..Thurston:

As part of the requirements for the Master of Nursing degree, I am
conducting a study to explore the needs of family members of ICU patients
as they are perceived by family members and ICU nurses. Dr. S. Stinson,
Professor, Faculty of Nursing, is Chairman of my thesis committee.

I wish to seek approval from the Department.of Surgery in conducting
this study at University of Alberta Hospital. The study will also be
reviewed by the Nursing Research and Scholarly Activities Committee and
the Special Services and Research Committee at UAH. -

Enclosed please find a copy of the research proposal. I hope the
proposed study would be of benefit and interest to your department, and
I look forward to your comments and suggestions.

Sincerely,

Margaret D. Prowse RN.,BScN.
MN Candidate
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RESEARCH CONSENT FORM

This is to certify that I, ‘ . , have agreed

to participate in a study being conducted by Margaret Prowse, a graduate
student in nursing, on the needs of family members of ICU patients.
It 1s my understanding that: |
1) I will be answering a questionnaire regarding the heeds I perceive
family members of patients in the 1nten$1ve‘care unit experience;
2) my participation in the study is voluntary and I may refuse to
answer any question(s), or may withraw from the study at “any
time with no consequénces;~
3) all responses on the questionnaire will be anonymous;
4) I will be able to know the results of the study once it is
completed. '

Signature

L Witness

Date




_ RESEARCH CONSENT FORM
This is to cértify that I, ‘ f. have agreed

to partieipate in a study‘be1ng conducted by Margaret Provse, a graduate
student in nursing, on the needs of family members of patients who have
been in the 1ntensjve care unit. It is my understanding that:
1) I will be answering a questionnaire fegar¢1ng the,needs‘l
eprrienced while my fa&i]y member was in the 1nteqsive care unit;
2) my participation in the study is vo]untﬁfy and I may refuse to
énswer any question(s), or may withdraw from the study at any time

with no consequences;

'3) all responses on the questionnaire will be anonymous; o
4) 1 may not necessarily directly benefit from participating in the
study.

Signature , f

Witness

Date
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Dear Nurse:

I am a graduate student in the Faculty of Nursing at the University
of Alberta and as part of the requirements for my program I am conducting
a study to explore the needs of family members of ICU patients.

Your participation in this study would be greatly appreciated. Real-
izing that your time is limited, I am using a questionnaire which takes
approximately thirty minutes to complete. A1l responses on the question-
naire will remain anonymous and will be uysed for research purposes only.

If you agree to participate in the study, you are asked to sign the
enclosed consent form and have 1t witnessed by another staff member. Please
leave your consent form in the envelope at the main desk in:Station 68.

The completed questionnaire may be matled to the researcher in the
envelope provided, or may be left in the large envelope at the mafn desk
in Station 68. Please return the questionnaire within one week.

Thank you in advance for your time and assistance. I will be happy
to share the results of the study with you when it is completed.

Yours sincerely,

) Margaret D. Prowse R N.,BSc.N.
' MN Candidate

\
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POOR PRINT
upreuve 111 isible

R

NEEDS OF FAMILY MEMBERS OF ICU PATIENTS

INSTRUCTIONS ©

On the following poges 43 & st of statesents of meedi which You my have

experienced while your relative/friend was in the iatensive care wit.

1.

Pleash read pach statement carefully, sné in the columns mext to the
statament, indicate 17 1t was (1) mot fmportast st 11 te you, {2) siightly
Taportast ts you, (3) isportant to you, or (4) very {sportsat to you.

In the next two columns please place & check mark to indicate whether or
not you feel that the need ws generally met, and by whom, sccording to

the chofces given. You sy select more than ene of the choices.

In the last colum, fadicate whether or met you feel 1t 15 the responsfbil-
ity of nursing te meet that aeed. ' .
On the 1imes provided, plesse write dowa any sdditional needs that you
experienced which are not mentioned fa the list.

Finally, please complete the iaformation regarding your nge. sex, n‘lauoa-
ship to the patient, and number of times you visited the tuunsin care
wmit.

Thank you for your participation ta this study. Plesse mei) your completed

questionnsire in the envelope provided as soon 33 possidble. 1T you have any

questions or would 1ike further fnformation regarding this study please fee frec

to contact the resesrcher at the dddress below:

[ mmnt Prowse

H.N. Program

Faculty of Nursing

Clintca? k(cncu Buflding
University of Alberts
Edmonton, Alberta T6G 2G3

Phone: 432-2216

. » .
Need statements obtained fros Molter, X. The ldentification of Meeds of and Their
Importance to Rolatives of Critically [11 Patients.

Emory University,1976.

Unoublished Master’s Thesis,
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POOR PRINT ‘
Epreuve illisible

{. i o

NURSES® QUESTIOMNAIRE . I

NEEDS OF FAMILY MEMBERS OF ICU PATIEWTS

JINSTRUCTIONS

On the Vonadng pages 15 & 1ist of statements of needs which fuﬂy sesbers”

of IV uuuu sxperience. ‘

1. Please read each statement carefully and, in the adjacent: columns, {adi-
cate whether you feel 1t 15 (1) not.important at a1l to fanily members,
(2) s)ightly important to fanfly mesbers, (3) l-porunt to family sembers,

or (4) very tmportaat to family mesbers.

2. Please place & check mark in the appropriste column to indicate whether
or not you fee) that the need is generally met.

3. In the last coluan, fndicate whether or not you feel it s the responsi-
bility of aursing to seet the need.

4. On the 1ines provided plesse write down any additions] needs that you
feel fanily members may experience which are not mentioned in the 11st.

5. Fimally, plesse complete the information regarding your age, sex, nursing
education and nursing experience.

Thank you fer your participation fn this study. Please leave your cospleted
questionnaire in t.‘hc envelope provided, or leave it in the large envelope at
-the main desk in Station 63. If you have any questions or would like further
information regarding this study please feel free to contact the researcher
ci the address below:
Ms. Margaret Prowse
M.X, Program
Faculty of Mursing
Clinfcal Sciences Buflding
University of Alberta
Edmonton, Alberta T66 263

Phone: 432-2216

runy sember 1s defined as a person eighteen years of age or older related
to or living with the pagient, and who visited the patient st lust three
times while ia the intensive care wnit.

lm patients are those eighteen years pf age or older who have spent
between three and thirty days fn the {atensive care unit,

14
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TABLE 18

RANKING OF NEEDS FROM MOST IMPORTANT TO LEAST IMPORTANT
BY FREQUENCY OF RESPONSES FROM FAMILY MEMBERS (n=40)

* Categories of Importance

Need

Not
Important

Slightly
Important

Important

Very
Important

1.

To feel that there is
hope.

. To know that they

would be called at
home if there were any
changes in the
patient's condition.

. To-have their ques-
tions answered ‘

honestly.

. To know the patient's

chances of becoming
well,

. To feel that hospital

personnel care about
the patient. '

. To have reassurance

that the best possible
care is being given
to the patient.

. To see the patient

frequenty.

To be told exactly
what is being done
for the patient.

. To receive information

about the patient's
condition at least
once a day.

40

39

37

36

- 35

33

35

31

33




TABLE 18 (Continued)

Need

Categories of Importance

Not
Important

Slightly
Important

Important

‘Very
important

10.

11,

12.

13.

14,

15.

17.

18.

To have explanations
given in terms that
they can understand.

To be told how the
patient is going to
be treated medi-~
cally.

To know why things
are being done for
the patient.

To have someone ex-
plain the sounds and
equipment in the
intensive care unit
before they visit for
the first time.

To talk to the doc-
tor at least once
a day.

To be told about
transfer plans when
they are being made.

. To be able to visit

whenever they want,

To have specific
facts concerning the
patient's progress.

To have a specific
person at the hospi-
tal to call when

they cannot be there.

13

16

.15
17

16

15

K]
32

26
25

23

23
22

:2]_

22

23

120



TABLE 18(Continued)

121

_Need

Categories of Importance

Not
important

Slightly

Important | Important

Very
Important

19.

20.

21.

22.

23.

24,

25.

26.

27.

To feel accepted

- by hospital per-

sonnel.

To have someone’ to
talk to about the
possibility that the
patient might die.

To have comfortable
furniture in the
waiting room.

To be reassured that
it is all right to
leave the hospital

for a while.

To knoQ about the
various types of
staff taking care

. of the patient.

To know what type -
of staff can give
them certain kinds
of information.

VTo have the waiting

room near the
patient:

To have a place to
be alone while at
the hospital.

To have friends
nearby for support.

~

b 22

14

19

13

19

13
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TABLE 18 (Continued)

- Categories of Importance

i Not Slightly Very
Need Important | Important | Important | Important

28. To have direction 5 . 9 19 7
from the staff as
to what s expected
of them while at the’
patient's bedside.

29. To be told about 4 12 21 3
people in the hos-
pital who could
help them.

30. To talk to ne 9 10 14 7
about their .
o feelings.

31. To do some of the 17 4 13 6
physical care for \3 A

the patient.

32. To talk to the same »12 ) 13 12 3
nurses every day ) -
about the patient's

‘ condition. -

- 33. ig have another : 16 . 4 18 2
person with them
while they visit the
patient at the bed-
.side. ' "

e B 34, To have a telephone 8 22
‘nearby where they _
are waiting. ' . N

35. To have goad food 12 .15 ¢ 10 3
available to them .
while at the hospital.

36. To be alone. 11 8 8 5

s
r




TABLE 18 (Continued)

Categorlies of Importance

Not Slightly Very
Need Important | Important | Important | Important
37. To have a bathroom 22 10 4 4
near the waiting
room.
38. To be told about 26 ( 9 3 2
chaplain services.
39. To have someone 25 12 2 1
" concerned about '
their health,
40. To have someone 38 1 1

encourage“them to
cry.

L VS ——]
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TABLE

19

RANKING OF NEEDS FROM MOST IMPORTANT TO LEAST IMPORTANT
BY FREQUENCY OF RESPONSES FROM ICU NBRSES (n=31)

Need

g

Categories of Importance

Not
Important

Slightly
Important

Important

. Very
Important

. To have their questions

answered honestly.,

. To feel that hospital

personnel care about
the patient.

. To have explanations

given in terms that
they can understand.

. To know that they would

be called at home if
there were any changes
in the 'patient's
condition.

. To talk to someone

about the possibility
that the patient might
die. ‘

. Tb be told how the

. patient is going 'to

7.

be treated medically.

To know why things are
being done for the
patient.

. To have reassurance

that the best possible
care is being given to
the patient.

. To receive information

about the patient's
condition at least
once a day.

10
12
10

10

14

13

23

27
22

- 21

19

19
18

17

17

121



TABLE 19 (Continued)

125

Need

\ . Categories of Importance

Not
important

Slightly
important

Important

Very
important

10.

1.

12.

14,

16.

17.

18.

19.

To talk to someone
about their feelings.

To know the patient's
chance of becoming

‘well.

To feel that there is
hope.

. To have someone ex-

plain the sound and
equipment in the
intehgive care unit
before they visit
for, the first time.

To be told exactly
what is being done
for the patient.

. To have a place to

be alone while at
the hospital.

To be told about
people in the hos-
pital who could
help them.

To have specific
facts concerning the
patient's progress.

To be reassured that
it is all right to
leave the hospital
for a while.

To see the patient
frequently.

L —

10

16

16

14

14
16

15

14

21

5}
18

15

15

16

15

13

13

13,

16
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TABLE 19 (Continued)

_ Categories of Importance
Not ‘Slightly ’Very
Need Important | Important | Important | Important
20. To have the waiting 2 2 13 14
‘ room near.the
patient.
21. To have a telephone 7 10 14
nearby where they
are waiting.
22. To be told about 5 14 12
transfer plans when
they are being made.
23. To be alone. -2 4 14 1
24. To talk to the doctor '3 3 14 1
at least once a day. , :
25. To have friends near- 2 2 19 8
by for support.
26. To feel accepted by 4 21 6
hospital personnel. ~
27. To have direction from 1 7 14 9
the staff as to what ,
is expected of them
when they are at the.
patient's bedside. .
28. To know about the ] 5 .18 7
various types of staff '
“taking care of the \
patient.
29.To know what type of 2 5 18 6
staff can give them '
certain kinds. of )
information. )
30. To be told about 7 20 L
chaplain services. B
apla %%»
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TABLE 19 (Continued)
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127

Need

Categories of Importance

»

Not
Important

Slightly
Important

Important

Very
Important

31.
32.
33.
3.
35.
3.
37.

38.

39.

ho.

To have comfortable
furniture in the
waiting room.

To be able to visit
whenever they want.:

To have someone con-
cerned about their
health.

To have a bathroom
near the waiting -
room.

To have someone en-
courage them to cry.

To have good food
easily available to
them while at the-
hospi tal.

To do_sdme of the
physical care for the
patierit.

To have a specific

person at the hospi-

tal to call when
they cannot be there.

To. talk to the same
nurses. every day a-
bout the patient's
condition.

To have another per-
son with them while

they visit the '

patient.

13-

12

12

13
’

14

_‘3

19

2]

14

12

‘N

12

11
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